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MECAMYLAMINE HYDROCHLORIDE 
Day after day, the same dose of INVERSINE 
gives the same response—fluctuations of 
blood pressure are minimal. INVERSINE is 
a secondary amine—chemically an entirely 
new ganglionic blocking agent. Given by 
mouth it is completely absorbed. Its onset 
and offset of action are smooth and gradual 
and the effect is even and prolonged. 


MAD 
we, 2 
MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INcC., PHILADELPHIA 1, PA 



























fatigue memory lapses muscular pain depression 





for middle-age slowdown 

























Plestran is indicated as an aid in restoration of helps to correct osteoporosis, senile skin and 
vigor in middle-aged or elderly patients who hair texture changes and relieves muscular pain. 
complain of chronic fatigue... reduced vitality The anabolic and tonic effects of the hormones 
...low physical reserve... impaired work capac- in Plestran appear to be enhanced by combina- 
ity ... depression . . . muscular aches and pains tion so that small dosages are very effective. 
.. - or cold intolerance. Such “signs of aging, Combination also overcomes some of the dis- 
far from being due to physiologic disturbances, advantages of therapy with a single sex hor- 
may often result from endocrine imbalance, mone, such as virilization, feminization or 
especially gonadal and thyroid dysfunction.14 withdrawal bleeding.* 


Plestran provides ethinyl estradiol (0.005 mg.); 
methyltestosterone (2.5 mg.); and Proloid®* 
(% gr.)—hormones which help to correct endo- 
crine imbalance and often halt or reverse in- 


Dosage: Usually one tablet daily; occasional 
patients may require two tablets daily, depend- 
ing on clinical response. 


volutional and degenerative changes.!- Supplied in bottles of 100 and 500. 

Plestran restores work capacity and a sense of References: 1. McGavack, T. H.: Geriatrics 5:151 
well-being, usually within 7 to 10 days. It im- _'61"GJuly) 1956, 3. Kimble, &. Ty and Stieglita, E-. 
proves nitrogen balance, leads to better muscle Geriatrics 7:20 (Jan.-Feb.) 1952. 4. Kountz, W. B., 
tone and vigor, enhances mental alertness, nd, Chie, Mi Geriatrics 25348 (Noy -Dec)) 1947. 


*Purified thyroid globulin Soc. 3:656 (Sept.) 1955. 
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Metandren Linguets...... are buccally or sublingually 


absorbed — provide virtually the therapeutic equivalent of intramuscular androgen without 
painful injections, local reactions, skipped doses or lost working hours. 


in males Male climacteric + Impotence + Angina pectoris 


in females Menopause + Frigidity + Premenstrual tension and dysmenorrhea « 
Functional uterine bleeding 


in both males and females To aid in correcting protein depletion and chronic 
debility after: severe injury, prolonged illness, severe malnutrition, severe infection. 
METANDREN ® (methyltestosterone U.S.P. CIBA) 

LINGUETS® (tablets for mucosal absorption CIBA) 

5 mg. (white, scored) and 10 mg. (yellow, scored). 2/2380MK 
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VIS TABOLIC 
The Modern Alleotic* 


Vistabolic is a new gerontotherapeutic prepa- 
ration. It provides anti-stress, anabolic, and 
nutritional support, and speeds the geriatric 
patient to recovery from surgery, debilitating 
disease, fatigue, neurasthenia, and other stress- 
ful situations. 


Each oral tablet provides: Each cc provides: 
Hydrocortisone... .... 1.0 mg.<€& anti-stress aid 3 Hydrocortisone acetate .. 1.0 mg. 
Stenediol® (Methandriol) . . 10.0 mg. <€ anabolic aid‘ > Stenediol® (Methandriol). . 10.0 mg. 
Bifacton® (Vitamin Biz < nutritional aid > Vitamin Bi2 activity (from 
w/ Intrinsic Factor Pernaemon®, Liver 
Concentrate) ........ % U.S.P. Injection, U.S.P.) .. 20.0 mcg. 
Oral unit 


Available in 10-cc vials and boxes of 30 tablets. 
Professional literature available on request. 


*Vistabolic is an alleotic, an alterative remedy aiding recovery from stress, 


Organon INC. 
ORANGE, N. J. 


























e Older people are less likely 
to respond adequately to ther- 
apy for severe, extensive burns 
because of their poor resistance 
to any type of physical and 
mental stress, and because of 
the complicating factors of 
chronic degenerative disease 
says T. G. Blocker, Jr., profes- 
sor of plastic and maxillofacial 
surgery at the University of 
Texas Medical Branch in Gal- 
veston, writing in the August 
issue of Geriatrics. In discuss- 
ing Treatment of Burns in 
Elderly Patients, Dr. Blocker 
stresses the importance of ini- 
tially conservative management 
with respect to sedation, intra- 
venous fluid therapy, and skin 
grafting. 


e Although midlife should 
bring recognition and satisfac 
tion to a man, it often brings 
problems of anxiety and in 
security that are expressed in 
his family life, in his relations 
to business associates or young- 
er assistants, or in attempts to 
prove his sexual ability by 
extramarital activities. Occa- 
sionally, definite psychiatric 
symptoms, such as anxiety 
states, conversion reaction, or 
severe depressions, may devel- 
op. In The Male Climacteric— 
Endocrine or Emotional?, Otto 
Billig and Robert W. Adams, 
Jr., cite case histories illus- 
trating climacteric problems of 
men of both low and middle- 
class socioeconomic back- 
grounds. 








e Few tumors present a worse 
prognosis than Carcinoma of 
the Gallbladder, and long-term 
survival of such cases is rare, 
according to E. Lee Strohl and 
Willis G. Diffenbaugh of the 
departments of surgery of St. 
Luke’s Hospital, Northwestern 
University Medical School, and 
the University of Illinois Medi- 
cal School. Case reports illus- 
trate the difficulty in making 
an early diagnosis because 
there is no consistent pattern 
of identifying symptoms, al- 
though persistent weakness, 
fatigue, and pain in a patient 
with known calculous cholecys- 
titis should signify superim- 
posed carcinoma. Since calcu- 
lous cholecystitis and carcino-- 
ma of the gallbladder are found 
more frequently in older peo- 
ple, early cholecystectomy is 
urged. 


e John D. Martin and H. Har 
lan Stone of the Department of 
Surgery, Emory University 
Medical School, emphasize 
that any attack of cholecystitis 
and long-term presence of gall- 
stones can be factors precipi 
tating Perforations of the Gall- 
bladder. ‘The morbidity and 
mortality rates following rup- 
ture of the gallbladder, which 
become increasingly great in 
elderly patients, can be reduced 
by early surgical intervention 
and cholecystectomy for pa- 
tients who show evidence of 
gallbladder disease before they 
reach advanced years. 








e When dietary preferences or 
poor appetite stand in the way 
of a proper protein diet for 
older people convalescing from 
illness, surgery, or states of de 
pletion, small additions of ly 
sine offer an effective supple 
mentary hastening 
tissue replacement. Anthony A. 
Albanese, director of research, 
Reginald A. 
director, Louise A. 
search chemist, and 
Aavattaro, 
gist at St. Luke’s Convalescent 
Hospital, Greenwich, Connecti- 
cut, discuss Protein and Amino 
icid Needs of the Aged in 
Health and Convalescence, and 
conclude that reliable 
technics are needed 
for the evaluation of nutrition- 


means of 


Higgons, medical 
Orto, re- 
Dorothy 


research technolo- 


more 
urgently 


al status in man. 


e While not rare, Fiedler’s 
Myocarditis is rarely di: 
and is almost certainly an al 
lergic myocarditis following an 
antecedent viral, upper respir 
atory infection, says Arnold 
Lieberman, who specializes in 
internal medicine in Elmhurst, 
New York. histories of 
acute and chronic conditions 
are reviewed in which the di- 
agnosis of Fiedler’s myocarditis 
is made. Dr. Lieberman be- 
lieves that, if this puzzling dis- 
ease were recognized more fre 
quently, it should be possible 
to isolate and solve the mystery 
of the offending virus; but fur- 
ther research depends on great- 
er awareness of the problem. 


enosed, 
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This THERAPEUTIC GUIDE provides a source of ready reference on materia 
medica related to various therapies, as advertised in this issue. All products 
advertised are listed but not every application of each product. To get maxi- 
mum benefit read what the manufacturers have to say on the pages indicated. 
For further details on any product write to the advertiser for amplifying 
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IPRONIAZID 


the psychic 
energizer 
is available 
only as 


MARSILID ‘ROCHE’ 

















For information 
concerning new uses 
for this remarkable 
therapeutic agent 


see pages 34A-35A. 


Marsilid® Phosphate — brand 





of iproniazid phosphate 
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Orinase 
Prescription 
Information 


Dosage: Patients responsive to Orinase 
may begin therapy as follows: 
First day 


3 Gm. ~~ 4 @ 


Second day 
2 Gm. & . 


Third day © 
1 Gm. 
Usual maintenance dose 1 Gm. 

(must be adjusted to patient’s response) 


now available... 


To change from insulin to Orinase: 

If previous insulin dosage was 

less than 

40 u./day .. . reduce insulin 30% to 
50% immediately; 
gradually reduce insulin 
dose if response to 
Orinase is observed. 

more than 

40 u./day . . . reduce insulin 20% 
immediately; carefully 





this point if response to 
Orinase is observed. 

In these patients, 
hospitalization should be 
considered during the 
transition period. 


Caution: During the initial “test” period 
(not more than 5 to 7 days), the patient 
should test his urine for sugar and 
ketone bodies three times daily and 
report to his physician daily. For the first 
month, he should report at least once 
weekly for physical examination, blood 
sugar determination, and white cell 
count (with differential count, if 
indicated). After the first month, the 
patient should be seen at least once a 
month, and the above studies carried out. 
It is especially important that the patient, 
because of the simplicity and ease of 
administration of Orinase, does not 
develop a careless attitude (“cheating” 
on his diet, for example) which may 
result in serious consequences and 
failure of treatment. 
Supplied: In 0.5 Gm. scored tablets, 
bottles of 50. 


Complete literature available on request. 


THE UPJOHN COMPANY 
| Upjohn | KALAMAZOO, MICHIGAN 
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the new OF al antidiabetic agent 
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Used investigationally in more than 





Ready for your prescription now. Orinase is now 
available in all leading prescription pharmacies. 
But please, before you prescribe this exciting 
new drug, be sure you understand its limitations. 


Indications. Orinase is most likely to benefit the 
patient in whom the diabetes is relatively mild 
and stable, is not adequately controlled by die- 
tary restrictions alone, and developed sometime 
after the age of 30 years. 

Contraindications. Orinase is contraindicated in 
patients with 1) diabetes of the type known vari- 
ously as juvenile, growth-onset, unstable, or 
brittle; 2) a history of diabetic coma; 3) diabetes 
complicated by ketosis, acidosis, coma, fever, 
severe trauma, gangrene, Raynaud’s disease, or 
serious impairment of renal or thyroid function; 
4) hepatic dysfunction; and 5) diabetes ade- 
quately controlled by dietary restriction. 


Effects. In patients with a satisfactory response 
to Orinase, the blood sugar falls, glycosuria 
diminishes, and such symptoms as pruritus, poly- 
uria, and polyphagia disappear. It is not a sub- 
stitute for insulin. And it requires the same ad- 
herence to basic principles of diabetes control as 
does insulin, e.g., dietary regulation; tests for 
glycosuria and ketonuria; hygiene; exercise; in- 


18,000 patients! 


* 








(Tolbutamide, Upjohn) 


struction of the patient to recognize and counter- 
act impending hypoglycemia, to follow rigidly 
directions regarding diet and continuing use of 
the drug and to report immediately to the phy- 
sician any feeling of illness. Extreme care must 
be taken during the transition period to avoid 
ketosis, acidosis, and coma. 


Side effects. To date, the most serious side effect is 
hypoglycemia, which may occur occasionally and 
is most likely to occur during the transition 
period from insulin to Orinase. Other untoward 
reactions to Orinase are rare, usually of a non- 
serious nature, and tend to disappear on adjust- 
ment of dosage, e.g., gastrointestinal disturb- 
ances, headache, variable allergic skin manifesta- 
tions, and alcohol intolerance. 


Clinical toxicity. Aside from an occasional hypo- 
glycemia, Orinase appears to be remarkably free 
of gross clinical toxicity. There is no evidence of 
crystalluria or other untoward effects on renal 
function, or of hepatotoxicity. Except for a rare 
leukopenia of mild degree, which has been revers- 
ible (in some instances, even under continued 
therapy) , there have been no adverse effects on 
hematopoietic function. 


* TRADEMARK, REG. U.S. PAT. OFF. 















dual action... hase 
“relieves tension—mental and muscular 





200-mg. 
SHIELD- 
SHAPED 
TABLET 


® 





meprobamate 
Licensed under U.S. Pat. No. 2,724,720 
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hell get nutritional 
benefits at 39— 
compounded into 
better health at 65 


ote Lm 


m 
5 


Two or three tablespoonfuls of winelike 
Supplifort Elixir daily, begun at 39 or 
younger, provide real insurance for hap- 
pier, healthier living at seniority. Wise 
nutrition in earlier maturity makes for 
more vigor and health in later years. 
Supplifort Elixir supplies enough lysine, 
an essential amino acid, to double, ap- 
proximately, the tissue-building value of 
low quality cereal proteins — which aver- 
age 20% to 40% of the total protein con- 
sumed by your patients. This sound 
nutrition is insured by establishing a 
more physiologic balance of essential 
amino acids in the diet. 

Methionine similarly improves the pro- 
tein value of potatoes and other root 
vegetables. In addition, eight important 
B vitamins (to improve protein meta- 
bolism, stimulate appetite and allay some 
effects of aging) plus calcium, iron and 
trace elements underwrite the ultimate 
benefits obtained with Supplifort Elixir! 
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the new nutritional insurance 


ELIXIR 


” 


Three tablespoonfuls a day — one with each meal — provide: 


t-Lysine Monohydrochloride . 790 mg.* CO 6 ss ca wl a ew 
pu-Methionine . . . . . . 50mg. a ae 
Thiamine Hydrochloride . . 10mg. (SGInS. cw kw ee os ORG 
ee | OO a a 
Pyridoxine Hydrochloride . . 2mg. PO cw ew sl ee CO 
Niacinamide . . . . . « 100mg. Magnesium. . . « . + « 60mg. 
PO tht tlw ke Manganese. . . .. . « 1.0 mg. 
Vitamin By 9 o + 6 6, oe oe RR Molybdenum . . . . . « 1.0 mg. 
ene a ae eae 
CNGHIO s 6 8 oe 0 eb we SO Alcohol 15% 

*equivalent to 600 mg. t-lysine 

Supplied in pint and gallon bottles 


first with lysine L } WHITE LABORATORIES, INC., Kenilworth, N. J. 
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(8 days—20 mg.) SYOUTRA.T EA 
ies 

Ponto 


(6 days—37.5 mg.) 


(13.2 days—20 mg.) 


Osteoarthritis 
Rheumatoid arthritis 
Acute gouty arthritis 
Bursitis 
Tendinitis 
Trigger finger 
Tenosynovitis 
Trigger points 
Tennis elbow 
Lumbosacral strain 
Capsulitis 
Frozen shoulder 
Coccydynia 
Rheumatoid nodules 
Fibrositis 
Tensor fascia lata 
syndrome 
Collateral ligament 
SUC TUN 
NETS 
Radiculitis 
Osteochondritis 
Ganglia 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 
pathology. 

Supplied: Suspension ‘HYDELTRA’= 
T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 


5-cc. vials. 
@ 


MERCK SHARP & DOHME 
DIVISION OF MERCK &CO., INC. 
PHILADELPHIA 1, PA. 




















prescribe RAUDIXIN to break the 
mental tension—hypertension cycle 
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*Raudixin reduces mental tension 


Tranquilizing Raudixin reduces the mental tension which plays a 





significant role in hypertension... reduces mental tension as yet 
unrelated to physical symptoms. 


*Raudixin reduces hypertension 


Blood pressure lowering effect is gradual, sustained in hypertensives 
.., little or no hypotensive effect is produced in normotensives. 


*Single daily dosage 


Discourages promiscuous over-use by patients ... not habit-forming. 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 
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Squibb Quality—the Priceless Ingredient 
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*RAUDIXIN'® IS A SQUIBB TRADEMARA 
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EFFECTIVE LAXATION 
























Taken on an Empty Stomach... 
at least 30 minutes before any meal, 
but preferably before breakfast. 


Amply Diluted with Water... 
Mix required dose with one half glass 
of cold water, follow with additional water. 


SUGGESTED DOSAGE As a mild eliminant, two 
teaspoonfuls before a meal. For more pronounced 
hydragogue action, four teaspoonfuls before breakfast. 
Children: Ten years or older, one half the adult dose; 
five to ten years, one quarter the adult dose. 
Phospho-Soda (Fleet) is a solution containing 

per 100 cc., Sodium Biphosphate 48 Gm. and Sodium 
Phosphate 18 Gm. 

In preparing for colonic surgery, preoperative adminis- 
tration of neomycin plus cleansing with Phospho-Soda 


(Fleet) suppresses intestinal bacteria.” 
(1) Davis, J.H. et al., Surgery, 35:434, 1954 
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(Fleet) 


C. B. Fleet Co., Inc., Lynchburg, Virginia 
Makers of the Fleet ® Enema Disposable Unit. 
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ruption past W 
and drying 


eczematized e 
Has used several 'salves' lotions, caused purning 


and spread. 
FH-PH: No diabetes» systemic disease 


inframammary 


Dx? Intertrigo> 



































PRODUCT INFORMATION 


TASHAN CREAM ‘roche: t. 


SOOTHING, HEALING MULTIVITAMIN SKIN CREAM 


DESCRIPTION: Tashan Cream provides four vitamins to ( 
help maintain skin health and promote healing. 


Each gram (approx. 1/30 ounce) contains: t 
Vitamin A . 2s 0 « © © «© ss @ 10,000 ULS.P. units 
Vitamin Do . « « «© © «© © «© e «© «1,000 U.S.P. units 
d=-Panthenol . .« «© « © © «© e e « «© « «© OO mg (5%) 1 


Vitamin E (d/-alpha-tocopheryl acetate)... 5 mg 
in a cosmetically pleasing, vanishing cream type base. 


PROPERTIES: Vitamins A and D help maintain skin health; 

inhibit keratin formation; promote smoother, softer 

skin. Vitamin E is antipruritic; exerts a trophic effect 
through stimulation of skin metabolism. Panthenol is 
essential for integrity of tissue in general, promotes 
epithelization. 


INDICATIONS: To relieve symptoms and promote healing ’ 
in skin disorders characterized by itching, dryness, 7 
fissures, superficial ulceration, delayed cicatriza- i 
tion, etc., including: T 





Eczema Nipple conditioning 

Diaper rash Minor burns 

Prickly heat Contact dermatitis 

Intertrigo, chapping Pruritus ani and vulvae 4 
Sunburn, windburn Diabetic skin disorders 
Decubitus ulcers Excoriation 


DOSAGE: Apply a thin layer of Tashan Cream and rub in 
gently, three or more times daily. 


PACKAGES: 1 ounce tubes. 


Tashan ® 


Hoffmann-La Roche Inc ¢ Nutley « New Jersey 














thousands of physicians 
confirm daily in practice 
the overwhelming evidence 


in hundreds of publications 


, \ — Pere 7 — ‘eG gee | ae See \ | 
eI oT OM OM DD TR TE TUN 
IW NOH ANLAY IAN TH TUITN | 
prednisone 
2 * e . +4 
overwhelmingly favored by physicians in rheumatoid lj 


arthritis and bronchial asthma 


increasingly favored by physicians in intractable hay fever, 
nephrosis, disseminated lupus erythematosus and acute 
rheumatic fever 


METICORTEN, 1, 2.5 and 5 mg. white tablets. 






























Deeply involved in the problem of the hostile, agitated senile 
are all members of the family ... and you, their physician. 


In discussing the use of “‘Thorazine’, Pollack! observes: 
“Older persons with such disorders can be treated at home 
by the general practitioner with much benefit and with great 
relief to the family.” 


With ‘Thorazine’, senile patients become calm, agreeable and 
sociable. They begin to eat and sleep better, often gain weight 
and improve physically. 





Also available: Tablets, Syrup and Suppositories 


Smith, Kline & French Laboratories, Philadelphia 


1. Pollack, B.: Geriatrics 11:253 (June) 1956. 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 











Both vial and Oral Adapter for Medihaler preparations 
are improved: The 10 cc. vial for all Medihaler medica- 
tions is now made of shatterproof stainless steel. The 
Oral Adapter is shorter, handier to use. New combina- 
tion package includes Oral Adapter for patient’s first 
prescription. 
















Medihaler-EPI 
a nd ot h e r Riker brand epinephrine bitartrate, 7.0 mg. per cc., sus- - 
pended in inert, nontoxic aerosol vehicle. Each meas- 
s ured dose 0.15 mg. actual epinephrine. In 10 cc. metal 
alle rgic states vial with measured-dose valve. 
Indicated for quick relief of bronchospasm of any 
origin—asthma, bronchiectasis, emphysema. 
Surpasses injected epinephrine in acute allergic re- 
actions. 





Aedihaler-ISO 


— 
— 


Riker brand isoproterenol sulfate, 2.0 mg. per cc., sus- 
pended in an inert, nontoxic aerosol vehicle. Each 
measured dose 0.06 mg. actual isoproterenol. In 10 ce. 
metal vial with measured-dose valve. 

Unsurpassed for rapid relief of asthmatic attacks. 





SMALLER...MORE CONVENIENT...SHATTERPROOF...FOOLPROOF 




















NGED | . AFE FOR CHILDREN TOO 


The same automatic measured-dose principle which has made Medihaler famous. Always 
spillproof, leakproof; constant dosage. Now also shatterproof, and with sma/er sterilizable, 
unbreakable Oral Adapter. Nothing to pour or measure. Refills available without Oral Adapter. 


The Medihaler Principle —————_-___—_- 





is also available in Medihaler-Phen™ (phenylephrine-hydrocortisone- 
neomycin) for lasting, effective relief of 


nasal congestion. . ) 
. — a Riker —— 
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in arthritis, BUFFERINs because... 


...in the majority of your arthritic cases BUFFERIN alone can safely and 
effectively provide adequate therapeutic control without resorting to the 
more dangerous cortisone-like drugs. 


... BUFFERIN is better tolerated by the stomach than aspirin, especially 
among arthritics where a high dosage, long term salicylate regimen is 
indicated. 

... BUFFERIN provides more rapid and more uniform absorption of 
salicylate than enteric-coated aspirin. F 

...even in the relatively few cases where steroids are necessary, use of 
BUFFERIN will allow proper flexibility for individual dosages. 
... BUFFERIN is more economical for the arth- 
ritic who requires a long period of medication. 


... BUFFERIN contains no sodium, thus mas- 
sive doses can be safely given without fear of 
sodium accumulation or edema. 






Each sodium-free BUFFERIN tablet contains acetylsalicylic acid ° 
5 grains, and the antacids magnesium carbonate and aluminum glycinate. 


Bristol-Myers Company, 19 West 50 Street, New York 20, New York 
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aa... CONSTIPATED 
wil ELDERLY 


® Softens stools naturally without side-effects 
@ Promotes favorable intestinal flora 

¢ Provides nutritive barley malt extract 

for under-par patients 

2 FORMS-Liguid and Powder 

Dose: 2 Tbs. A.M. and PM. 


Borcherdt’s 


{| MALT To] ty 


Extiacd 


*KNon-diastatic barley malt extract 
neutralized with potassium carbonate 
SEND FOR SAMPLES 
BORCHERDT COMPANY « 217 N. Wolcott Ave., Chicago 12, Ill. 


In Canada: CHEMO-DRUG COMPANY, LTD., Toronto 


IN 


Urolitia can be given over long periods... 
without toxicity, without irritation, without 
drug fastness .. . to keep the urine free from 
E. coli, S. albus, S. aureus. . . . Promptly 
soothes the irritated membrane while pro- 
viding bacteriostasis. 


DOSE: 
One tbs. in half cup METHENAMINE 


warm water, q.i.d., URINARY 
Vp br. a.c, and hus. ANTISEPTIC 


Sample on request 


Cobbe Div., BORCHERDT MALT EXTRACT CO., 
217 N. Wolcott Ave., Chicago 12, Ill. 
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RESTORATION OF FACULTIES * TONE 


Analeptone 


Pentylenetetrazol-Niacin-Pepsin Combination 


For the Aged and Aging Patient—with cerebral anoxia, de- 
pression, confusion, inability to concentrate, loss of memory— 


Clinically, COMBINATION THERAPY demonstrated superiority, producing both sub- 
jective and objective improvement in: behavior, psychological performance, appear- 
ance, personal habits, sociability, attention, mood, memory, sleep;’ improves sluggish 
appetites in aged cerebral arteriosclerotic patients.’ Pentrazol acts with “a greater 
degree of permanence in mood control than do the presently known tranquilizers.” 


Elevates mood; improves alertness, —without causing excitation, sleeplessness, 
interest, appetite anorexia, as do caffeine and amphetamines 
Improves sleep habits, tractability, —without barbiturate-like cerebral or 
cooperativeness respiratory depression 

Reduces irritability, agitation, fear, —without inducing depression, drowsiness, 
hallucinations, disorientation, stupefaction or gastrointestinal 

confusion, combativeness disturbances, as do tranquilizers 


No untoward side-effects—save for “niacin flush” in sensitive individuals 


ELIXIR TABLETS 
Each teaspoonful (4 “ contains; Each tablet contains: 
Pentylenetetrazol ‘ . 200 mg. Pentylenetetrazol .. oan 100 mg. 
Niacin __...... Sap w- 100 mg. Niacin ; 50 mg. 
Peptenzyme® Elixir ; enincerehdanimnares q. s. Pepsin 1:10, a . 55mg. 
SUPPLIED: Bottles of 8 fl. oz. SUPPLIED: Bottles of 100 


REED & CARNRICK, Jersey City 6, N. J. 


REFERENCES: 1. Smigel, J. O.: M. Times 85: 149, 1957. 2. Levy, S.: J.A.M.A. 153: 1260, 1953. 3, Thompson, 
L. J., and Procter, R. C.: North Carolina M.J. 15: 596, 1954. 


*Trademark 


designed to 


"lower corticoid dosage 


the original tranquilizer-corticoid 


* 
me 


prednisolone and hydroxyzine 


provides the emotional tranquilizer, ATARAX® (hydroxyzine) and the pre- 
ferred corticoid, STERANE® (prednisolone) « control of emotional factors 
by tranquilization enhances response to the corticoid for greater clinical 
improvement « often permits substantial reductions in corticoid dosage, 
accompanied by reduction of hormonal side effects +» confirmed by marked 
success in 95% of 1095 cases of varied corticoid indications! 


ATARAXOID now written as 


5 mg. prednisolone, 10 mg. hydroxyzine hydro- 
chloride, in green, scored tablets. Bottles of 30 
and 100. 


and now available as NEW 


2.5 mg. prednisolone, 10 mg. hydroxyzine 
hydrochloride, in blue, scored tablets. Bottles 
of 30 and 100, 


~NEW Ataraxoid 1.0 


1.0 mg. prednisoloné, 10 mg. hydroxyzine 
irr gietcng in orchid, scored tablets, Bottles 
of 100. ; 


advantages: (1) greater flexibility of dosage 
(2) effective tranquilization permits lower 
corticoid dosage 


1. Personal communications 


PFIZER LABORATORIES Division, Chas. Pfizer & Co. Inc. Brooklyn 6, 





if you 

prescribe 

salicylates 
...you will 


MYALGIA 


get better 


results ¥p- 
with = 


ARTHRITIS 


Aspirin buffered with MAALOX@ TABLETS (RORER) 


Ascriptin® tablets: 
1. Produce double the salicylate blood level dose for dose . . . 
compared with plain aspirin.* 
2. Very seldom cause gastric distress. 
3. Relieve pain faster, and longer than does aspirin. 
pain | & I 
Indicated: Any conditions where salicylates are useful. 
Dosage: Same as aspirin. 
Formula: Each Ascriptin tablet contains: 
ACETYLSALICYLIC ACID . +» O.30'Gm. 


MAALox® 0.15 Gm. 
(Magnesium aluminum hydroxide gel) 


Degrees of pain relief are difficult to measure. 


We'll be glad to send you samples of Ascriprin tablets 
with our compliments and you may make your own 
comparisons. 


Promoted professionally only. Available at prescription pharmacies. 


*Human subje 





PHILADELPHIA 44, PA 











RELIEVES THE GNAWING ACHE 








Pro-Banthine provides rapid 


control of pain in peptic ulcer 


In a two-year study! by Lichstein and co- 
workers, documented by intensive personal 
observation and by follow-up studies, Pro- 
Banthine (brand of propantheline bromide) 
often brought immediate relief of ulcer pain. 
Patients (11 per cent) who did not respond 
satisfactorily to Pro-Banthine therapy had 
“anxiety manifestations of psychoneurotic 
proportions.” 

In addition to frequent immediate sympto- 
matic relief, Pro-Banthine reduces gastroin- 
testinal motility and diminishes the secretion 
and acidity of gastric juice, all-important 
factors in the generation and aggravation of 
peptic ulcer. 

These actions of Pro-Banthine and its 
demonstrated effectiveness in accelerating ul- 


cer healing?-® mark the drug as a most valu- 
able adjunct in the treatment of peptic ulcer. 
The suggested initial dosage is one 15-mg. 
tablet with meals and two tablets at bedtime. 
An increased dosage may be necessary for 
severe manifestations and then two or more 
tablets four times a day may be prescribed. 
G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


1. Lichstein, J.; Morehouse, M. G., and Osmon, K. L.: 
Am. J. M. Sc. 232:156 (Aug.) 1956. 

2. Sun, D. C. H., and Shay, H.: Arch. Int. Med. 97:442 
(April) 1956. 

3. Rafsky, H. A.; Fein, H. D.; Breslaw, L., and Rafsky, 
J. C.: Gastroenterology 27:21 (July) 1954. 

4. Schwartz, I. R.; Lehman, E.; Ostrove, R., and Seibel, 
J. M.: Gastroenterology 25:416 (Nov.) 1953. 

5. Silver, H. M.; Pucci, H., and Almy, T. P.: New Eng- 
land J. Med. 252:520 (March 31) 1955. 
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IN SENILE ANXIETY... CLINICAL REPORT. New ATARAX calms tense 
2s patients without impairing mental alertness. 
PRONOUNCED Shalowitz tested ATARAX in 54 patients with 
IMPROVEMENT IN 51 OF 54 senile anxiety. “Good to excellent improve- 
ment was shown in 51 of the 54 patients 
treated. No untoward effects on liver, blood 
or nervous system were observed. All pa- 
tients treated, except those who responded 
poorly, (were) not as fidgety after therapy, 

and were able to sleep better.”" 














ADMINISTRATION. Although Shalowitz found 
the optimal dose was 10 mg. tablets three 
or four times a day, some patients may re- 
spond better on the 25 mg. tablets, b.i.d. or 










oo t.i.d. Now also available in syrup form, con- 
CORDIAL-LIKE ae : 
nanan taining 10 mg. ATARAX per tsp. In tiny 10 mg. 






(orange) and 25 mg. (green) tablets, bottles 
of 100. ATARAX Syrup in pint bottles. 












1. Shalowitz, M.: Hydroxyzine: a new therapeutic 
agent for senile anxiety states. Geriatrics 11:312 
(July) 1956. 














Chicago 11, Illinois 


ATARAX SYRUP 


BRAND OF HYDROXYZINE) 





PEACE oF MIND 








AGE... In older people, chronic constipation and 
biliary dyspepsia are often the result of decreased 
food and water intake, physical inactivity, intes- 
tinal muscle atonicity, increased anorectal dis- 
orders, biliary stasis. 


OCCUPATION ... Among sedentary workers, 
chronic constipation and impaired digestion are 
often the result of lack of exercise and improper 
eating habits which retard normal peristaltic ac- 
tion in the gastrointestinal tract. 


Tablets of Caroid and Bile Salts with Phenolphthalein are specifically formulated 
to provide a 3-way, comprehensive approach to the problem of impaired diges- 
tion and elimination. 


1. CHOLERETIC ; Bile salts stimulate biliary flow for 
: improved fat emulsification while 
2. DIGESTANT : Caroid steps up protein digestion up 
: to 15%. Gentle stimulant laxatives 
3. LAXATIVE : induce formed, easily passed stools. 


For patients who cannot or will not be managed by diet and exercise, Caroid and 
Bile Salts helps establish normal physiological patterns. 


samples available on request 





AMERICAN FERMENT COMPANY, INC., 1450 BROADWAY, NEW YORK 18, N. Y. 








Hypertension---Moderately severe, severe, malignant 

















TARTRATE 
PENTOLINIUM TARTRATE, WYETH 


d @ Controlled and effective reduction in blood pressure 


Uniform, predictable oral response 


@ Relief from hypertension-induced symptoms 
such as headaches and dizziness 


@ Resolution of retinal exudates and hemorrhages 





Decrease in papilledema and vasoconstriction 














@ Relief of associated congestive heart failure oo 


Wyeth 


® 
; Blood Pressu! Philadelphia 1, Pa. 











-Look te 


ORAL therapy for 


e URINARY ODORS 
e AMMONIA DERMATITIS 
e ULCERATION 


safe... 
sure... 


effective... 








aa of 
“Within a week, there was a pronounced re- 
duction in odor, a disappearance of rash and a 
clearing of ulceration and pustules.’’! That was 


the result of oral Pedameth therapy in a New 
York State institution. 


Pedameth is unique in its application in the 
control of odor. Since it contains 0.2 Gm. of 
di-methionine, one of the essential amino acids 
necessary for growth, repair and metabolism of 
tissue, Pedameth is completely safe. 


Pedameth is effective too. In a clinical trial on 
86 patients at the institution mentioned, three 
capsules per day controlled the odor and, in 
addition, cleared the rash and ulceration. Where 
the patient was unable to take the capsule, the 
capsule was opened and the contents were 
mixed with his food. 


But try it yourself on one of your own patients. 


Write now. for samples and literature and prove 
its efficacy ...in your own practice. 





1. Control of odor, dermatitis, and ulceration from am- 
moniacal urine with di-methionine. Bergman, M., Geri- 
atrics, 12:386 (June) 1957. 


Available in bottles of 30 capsules. 


Vii= 


“DURST” 





S. F. DURST & CO., INC., PHILADELPHIA 20, PA. 


More than 25 years of service to the medical profession 
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F advance in potentiated multi-spectrum therapy— 
higher, faster levels of antibiotic activity 


OLEANDOMYCIN TETRACYCLINE-PHOSPHATE BUFFERED 


Signemycin V—the new name 

for multi-spectrum Sigmamycin 20) syles 
—now buffered for higher 

antibiotic serum levels. 








Signemycin V Capsules provide the unsur- 
passed antimicrobial spectrum of tetracy- 
cline extended and potentiated to include 
even those strains of staphylococci and 
certain other pathogens resistant to other 
antibiotics. The addition of the buffering 
agent affords higher, faster antibiotic blood 
levels following oral administration. 

Supplied: Capsules containing 250 mg. (oleando- 


mycin 83 mg., tetracycline 167 mg.), phosphate 
buffered. Bottles of 16 and 100. *Trademark 


K 
World leader in antibiotic development and production Pfizer PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 








(whether toxic, neuromuscular 
or emotional in origin) 


more COMPREHENSIVE in 


therapeutic effects 


e adsorbs toxins @ soothes mucosa 
e reduces hyperperistalsis © neutralizes hyperacidity 
® eases emotional tension 


ina 


(DONNATAL WITH KAOLIN AND PECTIN COMPOUND) 


Each 30 cc. of Donnagel contains: 


Hyoscyamine Sulfate .. 0.1037 mg. 
Atropine Sulfate 0.0194 mg. 
Hyoscine Hydrobromide 0.0065 meg. 
Phenobarbital (% gr. 
Kaolin (90 gr.) 
PR IED bc cdnccchnevess 
Dihydroxy aluminum 

aminoacetate (7% gr.) .. 


A. H. ROBINS CO., INC., RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 





Two-dimensional 
treatment 
rms menopause 


| aa (bd : 99 
Milprem 


MILTOWN® + CONJUGATED ESTROGENS (EQUINE) 









| ie) 


mie nsional 


Now for the first time, both manifestations of 
the menopause— psychologic and physiologic— 
can be comprehensively managed with one ther- 
apeutic agent: “Milprem”. 

In the past, many workers who have recom- 
mended estrogen replacement in the menopause 
have also noted the necessity of supplementary 
treatment for the symptoms of climacteric la- 
bile emotionality. Adams, for example, has 
referred specifically to “typical anxiety attacks,” 
and Donovan,® generally, to the characteristic 
over-all “psychologic stress.” 


nsional 


The Need For Miltown: The psycho- 
logic manifestations of the menopause are effec- 
tively managed with Miltown. An impressive 
literature in recent years has confirmed Mil- 
town’s clinical value as a proven tranquilizer. 

Selling: “The syndrome in which it | Miltown | 
is of most value is the so-called anxiety neuro- 
sis, especially when the primary symptom is 
tension.””* 

Borrus: “Miltown proved most effective in 
anxiety and tension states through a lessening 
of tension, reduced irritability and restlessness, 
more restful sleep, and generalized muscle re- 
laxation.”§ 

The Need For Conjugated Estrogens 
(equine): It is now 15 years since “Milprem’s” 
estrogen replacement component — conjugated 
estrogens (equine) —was reported by Goodall 
as successfully treating “the physical signs of 

”9 Since then a vast bibliog- 
raphy has accumulated. 

Hamblen: “{A]| natural estrogen of our 
choice.”1° 

Shorr: “On the basis of cost, freedom from 
side effects or toxic effects and ease of adminis- 
tration”—an estrogen of choice.!! 


—MILTOWN® + CONJUGATED ESTROGENS (EQUINE) 











































MILTOWN® + CONJUGATED ESTROGENS (EQUINE) 


is two-dimensional 
menopausal therapy. .. 


Because it combines for complementary action 
Miltown® for emotional balance with 
Conjugated Estrogens (equine) for hormonal balance 
Because it replaces half control with full control 


Because one prescription manages both the 
psychic and somatic symptoms 


Bottles of 60 tablets. 
Each tablet contains: 





MILTOWN® (meprobamate, Wallace) 400 mg. 
2-methyl-2-n-propyl-1,3-propanediol dicarbamate 

U.S. Patent No. 2,724,720 

Conjugated Estrogens (equine) 0.4 mg. 


Licensed under U.S. Patent No. 2,429,398 

One tablet t.i.d. in 21-day courses with 

one week rest periods. Should be adjusted 
to individual requirements. 


1. McLaren, H. C.: The present status of hormone 
therapy at the menopause. Practitioner 17] :500, 

Noy. 1953. 2. Sandes, S. G.: The management of the 
menopause. M. J. Australia ]:274, Feb. 20, 1954. 

3. Peterson, P.: Management of the climacteric. 

Mil. Med. 116:348, May 1955. 4. Gold, H.: 
Management of the menopause, in Cornell Conferences 
on Therapy, vol. 4, edited by H. Gold, Macmillan, 

New York, 1951, pp. 301-321. 5. Adams, R. D.: 
Disorders of nervous function, in Principles of Internal 
Medicine, edited by T. R. Harrison, McGraw-Hill, 

New York, 1954, pp. 227-233. 6. Donovan, J. C.: 
Psychologic aspects of the menopause. Obst. 

& Gynec. 6:379, Oct. 1955. 7. Selling, L. S.: A clinical 
study of Miltown, a new tranquilizing agent. J. Clin. & 
Exper. Psychopath. 17:7, March 1956. 8. Borrus, J. C.: 
Study of effect of Miltown (2-methyl-2-n-propyl- 
1,3-propanediol dicarbamate) on psychiatric states. 
J.A.M.A. 157:1596, April 30, 1955. 9. Goodall, J. R.: 
Premarin in some post-menopausal complications. 

J. Obst. & Gynaec. Brit. Emp. 49:660, Dec. 1942. 

10. Hamblen, E. C.: Irregularities of uterine 

bleeding and their treatment, in M. Clin. North 
America, edited by W. O. Thompson, Saunders, 
Philadelphia, Jan. 1948, pp. 57-72. 11. Shorr, E.: 
Management of the menopause. Am. J. Med. 10:91, Jan. 1951. 


Additional selected references on request. 









_a product of . New Brunswick, N. 


DOME World Leader in Dermatologicals 
PRESENTS THE ORIGINAL 


VI-DOM-A cnene 


for the 





dryness, 
scaliness 
and Pruritis 
associated 
with 


AGING 


Drs. Reiss 
and Campbell report in 
DERMATOLOGICA, vol. 108, 
no. 2, “The Effect of Topical Ap- 
plication of Vitamin A with Special 
Reference to the Senile Skin”— 


“Our observation on a series of 
patients affected with a variety 
of skin diseases showed a notice- 
able disappearance of scaliness 
and follicular hyperkeratosis, as 


weg well as diminution of Pruritis.” 
See 
tg ) AVAILABLE: 1 oz. tube, 2 0z., 4 0z., 
Sexrenwat ih and 1 lb. jar. 
EMI 








at? fle, 


iy 109 WEST 64 ST., NEW YORK 23, N.Y. 


nada: 2765 Bates Rd., Montreal, PQ 





for the half alive —a fuller measure of living 


a preliminary report of profound significance 


concerning new and broadly ramified uses for 


MARSILID ... 


(iproniazid) 











The psychic effect of Marsilid is unparalleled. Neither a “tranquilizer” 
nor a psychomotor stimulant in the usual sense, Marsilid nevertheless has 
been shown to possess profound psychodynamic activity with an extraor- 
dinary potential for a large segment of the emotionally disturbed population. 


what Marsilid is— An isopropyl derivative of isonicotinic acid hydrazide, 
Marsilid appears to be an amine-oxidase inhibitor, with apparently unique 
effect as a regulator of serotonin and other neurotropic enzyme activity. 


what Marsilid does — Under the influence of Marsilid, severely depressed 
and regressed apathetic individuals have regained the joy of living, with 
renewed vigor, activity and interests. 


why Marsilid is different — Marsilid characteristically achieves eudaemonia — 
a feeling of healthy well-being — rather than an abnormal state of euphoria. 
In properly adjusted dosage, it does not produce motor restlessness or irri- 
tability, does not depress but may actually stimulate the appetite. Marsilid 
does not elevate blood pressure. 


the Marsilid potential: depressed patients in private practice — Ambulatory, 
nonpsychotic individuals who are depressed and withdrawn, state that they 
“again get enjoyment out of life’’ with Marsilid therapy. Although lesions 
show only minimal or no changes, patients with chronic debilitating dis- 
orders — e.g., rheumatoid arthritis — experience increased vitality and appe- 
tite, weight gain, and the return of a sense of well-being; chronic symptoms 
are better tolerated, less a cause for concern. 


the Marsilid potential: institutionalized, psychotic patients — Long-term psy- 
chotic patients with severe depression or regression untouched by any previous 
therapy have shown a heartening response to Marsilid. In some instances, 
even “deteriorated” schizophrenics of the catatonic and hebephrenic types — 
out of contact with their environment for many years—have become alert, 
responsive and sociable under Marsilid treatment. 


Clinical trials now under way will further delineate the role of this significant 
new development in therapeutics. 


For references and complete information concerning dosage, indications, side 
effects, and contraindications, write V. D. Mattia, Jr., M.D., Director of Medi- 
cal Information, Hoffmann-La Roche Inc, Nutley 10, New Jersey. 


MARSILID® PHOSPHATE — brand of iproniazid phosphate 


Supplied in scored tablets of 50 mg., 25 mg. and 10 mg. 


Original Research in Medicine and Chemistry 














*,..a calmative effect... 








superior to anything we 
had previously seen with the new drugs.’’* 


cessation 
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nostyn 


Ectylurea, AMES 


CMR as i a ame (2-ethyl-cis-crotonylurea) 
the centleness 
LiL& fers Cy wk & 





allays anxiety and tension 
without depression, drowsiness, motor .incoordination 


NosTYN is a calmative—not a hypnotic-sedative—unrelated to any available 
chemopsychotherapeutic agent + no evidence of cumulation or habituation + does 
not increase gastric acidity or motility » unusually wide margin of safety 
—no significant side effects 

dosage: 150-300 mg. (1% to 1 tablet) three or four times daily. 

supplied: 300 mg. scored tablets, bottles of 48 and 500. 
*Ferguson, J. T., and Linn, EF V. Z.: Antibiotic Med. & Clin. Therapy 3:329, 1956. 


(sy AMES COMPANY, INC : ELKHART, INDIANA 25087 
AMES COMPANY OF CANADA, LTD., TORONTO 















for those with 


PARKINSONISM § 


Smoother activity 


and 


brighter expression 


™ ‘KEMADRIN 


m reduces rigidity and tremor. 
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YOUR PATIENT NEEDS AN ORGANOMERCURIAL 


Practicing physicians know that many years of clinical and laboratory experience 
with any medication are the only real test of its efficacy and safety. 


Among available, effective diuretics, the organomercurials have behind them over 
three decades of successful clinical use. Their clinical background and thousands of 
reports in the literature testify to the value of the organomercurial diuretics. 
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EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 
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The treatment of degenerative 


arthritis of the hip 


J. ALBERT KEY, M.D. and LEE T. FORD, M.D. 


ST. LOUIS 


@ If the patient lives long enough and 
is active, degenerative arthritis, or 
malum coxae senilis, may be expected 
to develop in hips which are mechanical- 
ly unsound because of dysplasia, trauma, 
infection, coxaplana, or epiphyseal coxa 
vara. Because of the incongruitites of 
the joint surfaces resulting from these 
conditions, the affected joints do not 
withstand the wear and tear of ordinary 
use, and, in early adult life, the articular 
cartilage degenerates and other signs of 
arthritis appear (see figures I through 
ITI). 

However, the disease may develop in 
joints which seem to be normal in con- 
tour and structure, and it is in such joints 
that the majority of cases are found. 
Here the disease first becomes manifest 
in middle or late adult life. Although 
one or both hips may be affected, the 
arthritis is unusual in that the other 
joints tend to be normal for a person 
of that age and habitus. Consequently, 
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Degenerative arthritis of the hip 
should usually be treated by conserva- 
tive measures. Relative rest, the use 
of a cane, loss of weight, if indicated, 
and analgesics are important. Intra- 
articular hydrocortisone may be very 
helpful. Surgical measures do not 
give consistently satisfactory results 
and are indicated only for carefully 
selected patients. 


the etiology is obscure, and the cause ap- 
pears to be in the hip itself rather than 
in some abnormality in the general physi- 
ology of the patient. Possibly, there is 
some congenital fault in the cartilage of 
this particular hip or some mechanical 
fault or nutritional defect which has 
escaped our diagnostic acumen. In a 
significant percentage of the cases, both 
hips are affected. 
Surgical Measures 

Whatever the etiology, the disease is 
relatively common and is the cause of 
considerable discomfort and disability. 
Consequently, it has received much at- 
tention from orthopedic surgeons and 
many surgical procedures have been used 
in efforts to relieve the symptoms and 
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FIG. I. A milder case of degenerative arthritis of 
the hip. Joint space is still adequate. Note osteo- 
arthritic lipping at head of femur. Such a case 
should respond well to conservative treatment. 


restore the patient to normal or near- 
normal activity.! These include: manipu- 
lation under anesthesia followed by im- 
mobilization in a cast, or by traction; 


obturator and sciatic neurectomy;2 ten- 


otomy; surgical revision of the joint by 
cheilectomy, acetabuloplasty,’ or debride- 
ment; excision of the synovium and cap- 
sule; subtrochanteric osteotomy? (figure 
IV); arthroplasty, first with animal mem- 
brane or fascia and later with metal cups 
or nylon (figure V); substitution of an 
acrylic or a metal prosthesis for the head 
of the femur (figure VI); and, finally, 
arthrodesis (figure VII). 

Unfortunately, with the exception of 
arthrodesis, none of these procedures can 
always be depended upon to yield a satis- 
factory result in a given patient. It is 
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true that excellent results have been 
claimed and sometimes obtained after 
each of these procedures, but anyone 
who has followed a series of such cases 
knows that some of the patients are no 
better off, or even worse off, after the 
operation than they would have becn 
had they been left alone. This may be 
one of the reasons why Smith-Petersen 
considered his cup arthroplasty superior 
to a prosthesis because it “saved stock.” 
In early years, he and J]. A. K.* were 
taught that the first duty of the surgeon 
is to do no harm. 

As we have mentioned, an arthrodesis 
will give a predictable result if it is 
successful. But fusion of a degenerated 
hip in an old and obese patient is a very 
difficult procedure, and may entail pro- 
longed convalescence in a cast and in 
bed, followed by a long period on 
crutches. Many of these patients do not 
have too many years to live anyway. Also, 
an arthrodesis should not be performed 
unless the other hip and the low back 
are normal. Although J. A. K. had 
studied the literature and used several 
of the procedures recommended by 
others as well as some of his own de- 
vising, he still, after more than thirty- 
five years of interest in this field, does 
not know the best way to fuse an osteo- 
arthritic hip. 

Fusion in satisfactory position can be 
obtained by many methods, but the best 
one is that which will give the highest 
percentage of fusions with the least dan- 
ger to the patient, the shortest period 
of hospitalization and recumbency, the 
shortest period of immobilization of the 
knee, and the shortest convalescence. In 
a young adult patient with a normal hip 
on the opposite side, fusion is the opera- 
tion of choice and is recommended if 
it is evident that the abnormal hip is 
to be the seat of progressive degenerative 
disease. But, when a patient is over 50 
years old, we hesitate a long time before 
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advising any surgical procedure. This is 
because a conscientious surgeon, before 
advising a major elective operation, must 
be reasonably sure that the procedure 
will afford sufficient relief to justify the 
operative risk, expense, loss of time, and 
convalescence in the particular patient. 
With osteoarthritis of the hip, each pa- 
tient is an individual problem, not only 
medically, but economically. 

This is why we still perform an oc- 
casional acetabuloplasty combined with 
a partial capsulectomy in cases in which 
the femur has a short neck and a broad, 
flat head. Also in such hips we occa- 
sionally perform a McMurray osteotomy® 
and fix the fragments with a large 
blade or nail plate in order to avoid a 
spica cast and to shorten convalescence 
(figure IV). We also carry out an oc- 
casional neurectomy? or remove loose 
bodies which seem to be causing trouble. 
Granted that none of these operations 
can be expected to yield an ideal result, 


FIG. U. A more severe case of malum coxae 
senilis, probably the result of a congenital sub- 
luxation of the hip. The normal hip is shown 
for comparison. The articular cartilage is worn 
away at the weightbearing portion of the joint. 
Note sclerosis of the acetabulum and cystic 
changes in the head of the femur. 


yet they have the virtues of slight risk 
and a relatively short convalescence and 
may afford so much relief that both the 
patient and the surgeon are satisfied. 
Because we have so much difficulty 
convincing ourselves that the operation 
will be worthwhile in a given patient, 
we do, relatively few arthroplasties, pros- 
theses, or arthrodeses in older patients 
for arthritis of the hip. Consequently, 
we are especially interested in the con- 
servative treatment of this disease. 


Conservative Management 


First of all we try to find out what is 
troubling the patient. Usually it is pain, 
but it may be a limp, deformity, stiff- 
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FIG. 11. Pronounced degenerative arthritic changes 
of the hip with almost complete wearing away 
of the articular cartilage, in addition to sclerosis 
and osteophyte formation. 


ness, or instability. The patient is then 
shown his x-ray film and told that the 
joint is not the seat of a dangerous dis- 
ease, but that it is damaged or worn as 
a result of prolonged use, and that it 
is characteristic that such joints become 
inflamed and painful with overuse. Con- 
sequently, while the hip may serve him 
and be useful for the rest of his natural 
life, it will not tolerate as much use as 
will a normal joint, but neither will any 
type of artificial joint which man has 
yet devised. Thus, the patient must make 
up his mind to live with his disabled 
hip and to conserve it, and he must real- 
ize that conservation means protection 
and rest when it is painful. 


RESTING THE JOINT 


When this is understood, the hip and 
patient are treated symptomatically. If 
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the hip is quite painful and sensitive on 
gentle manipulation, the patient should 
be persuaded to use a cane or, if neces- 
sary, a crutch, and he should be told that 
this is a temporary means of resting the 
hip. In fact, a cane is the most valuable 
single therapeutic agent in the treatment 
of such hips. We avoid hospitalization 
of these patients except for definitive 
surgery or confining them in bed at 
home, with or without traction, for short 
periods or for immobilization in a cast. 


DIET 


The next consideration is diet. If the 
patient is overweight or even of normal 
weight, loss of some of this weight will 
benefit the hip. We usually place these 
patients on a low-fat diet which is rela- 
tively high in proteins and low in calo- 
ries. We do not know why a low-fat diet 
is beneficial in degenerative arthritis, but 
clinical experience leads us to believe 
that it is. If necessary, amphetamine is 
given to help the patient in controlling 
his appetite until he revises his eating 
habits. The amphetamine may be com- 
bined with a barbiturate in order to give 
a feeling of well-being. Many of these 
older patients also feel better if they take 
a small amount of thyroid. We usually 
give one grain a day. With such a dose, 
the clinical response of the patient is an 
adequate guide and it is not necessary 
to follow the basal metabolic rate. If this 
dose is not well tolerated, it can be de- 
creased or discontinued. 

In conjunction with the diet, patients 
are given an abundance of vitamins with 
emphasis on B and C. Also they are given 
vitamin E (alphatocopherol, 200 mg. a 
day). We are not sure that this does any 
good, but we have been using it for sev- 
eral years and have not seen any harm 
result. It is given with the hope that it 
may inhibit the formation of dense fi- 
brous tissue in the capsule because we 
think that this is one of the chief causes 
of pain and disability. 
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RELIEF OF PAIN 

For the relief of pain, we prefer acetyl- 
salicylic acid, but it is hard to induce 
patients to take it in 10 grain doses 
four times a day over a period of time, 
for they think of aspirin only as a 
headache remedy. We usually prescribe 
some proprietary form, such as Acetonyl, 
which contains 714 grains of aspirin to 
the teaspoonful of citrocarbonate. Oc- 
casionally, during a period of acute pain, 
we prescribe codeine by mouth, but we 
emphasize the fact that this drug is only 
palliative and temporary, and that the 
pain is best relieved by rest. 

Although physical therapy has been 
said to be very useful in these cases, we 
have not found it so, with the exception 
of heat, which has a soothing effect, and 
can be used by the patient at home. We 
occasionally advise use of either dry or 
wet heat at home. 

Deep x-ray therapy has been used as 
a means of relieving the pain. We have 








FIG. IV. A subtrochanteric osteotomy was carried 
out in this hip for the purpose of shifting from 
a thinned area of articular cartilage on the head 
of the femur to a less worn area. 


so used it, but our results have been 
generally disappointing. We have used 
cortisone or Butazolidin occasionally 
for short periods and feel that they may 
be beneficial. 

Hydrocortisone, 25 to 50 mg. injected 
directly into the joint, is one of the best 
and most rapid agents at our command 
for relieving pain in a degenerative joint. 
For several days after injection, the hip 
should*be -rested as much as possible to 
permit the inflammation to subside. A 
painful degenerative joint is usually an 
inflamed joint and occasionally intra- 
synovial hydrocortisone will cause a tem- 
porary painful reaction in the joint for 
several days. 

If deformity or stiffness are prominent 
symptoms, we may give Tolserol for its 
antispasmodic effect, but have not found 
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FIG. Vv. In this case of malum coxae senilis, a ¥iG. vit. Arthrodesis of this hip was obtained by 
Smith-Petersen vitallium-cup arthroplasty was removal of cartilage from the hip joint, inser- 


performed and was followed by some improve tion of a graft from the adjacent ilium, and use 
ment of symptoms. of a Smith-Petersen nail to transfix the joint. 








FIG. VI. In this hip the head of the femur was replaced with a Judet-type metal prosthesis. 
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that it is of much benefit. ‘The deformity 
may be caused by bone block or capsular 
contracture, but pain may be increased 
by muscle spasm. Consequently, rest is 
indicated. 

EXERCISE 

When the hip is less painful, we pre- 
scribe voluntary exercises in extension, 
abduction, and internal rotation because 
these hips tend to develop deformities 
in flexion, adduction, and external rota- 
tion. These exercises may be done with- 
out or against resistance. 

When the hip is acutely sensitive, a 
spica elastic bandage may afford con- 
siderable relief, or an elastic spica may 
be woven to fit the patient, or even a 
rather low corset may help. 


Conclusions 
The treatment of degenerative arthritis 
of the hip can usually be conservative. 
Measures to lessen stress on the painful 
hip are indicated. Lessening of physical 
activities, use of a cane, and reduction 
of excess weight are all important. The 
various forms of salicylates are the most 
useful drugs. In acute phases, the intra- 


articular injection of hydrocortisone may 
be used. We feel the administration of 
an abundance of vitamins, particularly 
vitamins B, C, and E, is useful. 
Numerous surgical measures are avail- 
able to lessen pain or deformity, but 
none can be expected to give an entirely 
satisfactory result. These are major surgi- 
cal procedures and should be carried out 
on carefully selected patients. An arthro- 
desis of the hip is the one procedure that 
can be expected to give relief of pain, 
but this is a formidable and difficult 
procedure to carry out in an elderly 
person. 


From the Department of Surgery, Washington 
University School of Medicine, and Barnes and 
Wohl hospitals, St. Louis. 
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Variations of blood lipids and blood coagulation were studied in 
normal young subjects and in normal and atherosclerotic presenile 
patients after they had been on a fatty diet for eight days. In the latter, 
there were greater variations in the humoral picture, with an increased 
beta/alpha lipoprotein relationship, greater serum turbidity, higher 
values of blood lipids and cholesterol, a shorter clotting time, a shorter 
Howell's time, increased activity of the prothrombin complex, a de- 
creased heparin tolerance, and an increased time of fibrinolysis. Only 
slight changes in the blood-lipid picture were noted in the young sub 
jects, with either few or no changes of the coagulation tests. 

The effects of a long-term fatty diet were compared with published 
reports of the effects observed after a single and massive administration 
of fats and other food. Following a single massive administration, the 
biochemical plasmatic changes are more evident in young subjects than 
in presenile subjects. Therefore, changes toward atheromasia do not 
regress, but remain after the fatty diet has been discontinued. 





L. SALVINIA, G. SCARDIGLI, and G. GurDI: I] carico lipidico prolungato in soggetti normal 
ed in aterosclerotici. Gior. Gerontol. 5: 48-66, 1957. 
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Current status of diabetic renal disease 


HAROLD RIFKIN, M.D. 
NEW YORK CITY 


@ The physician in his daily practice 
cannot fail to be discouraged by the high 
frequency of vascular lesions in the kid- 
neys and retinas of patients who have 
had diabetes for a period of ten to fifteen 
years. Uremic coma has now displaced 
diabetic coma as a leading cause of death 
in long-term diabetes. Most disturbing 
is the recent report by Bell of a large 
autopsy series of diabetic patients under 
50 years of age in which uremia was 
present in 63 per cent of cases.' Marble 
reports that death in 60 per cent of 119 
patients, with onset of diabetes before 
age 15, was caused by renal disease.? 
Therefore, it is important that all 
physicians, whether in general or special- 
ty practice, appreciate the frequency of 
this “complication” of diabetes and 
learn to recognize the clinical entity, not 
only in its fully developed phase, but, 
if possible, at the very onset of the dis- 
ease. The hopeless prognosis offered to 
these patients focuses greater and more 
immediate attention on the factors in- 
volved in the genesis of premature vas- 
cular disease in diabetes. It is only by 
recognition of the earliest manifestations 
that one can hope for eventual preven- 
tion or control of this relentless foe. 
Incidence 
‘Twenty years have now elapsed since the 
first description of the characteristic 
renal glomerular lesion associated with a 
fully developed clinical syndrome con- 
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The importance of recognizing the 
clinical entity of diabetic renal dis- 
ease is stressed and difficulties of diag- 
nosis are pointed out. Some helpful 
diagnostic measures, such as careful 
study of the urine, are mentioned and 
nonspecific therapeutic regimes for 
complications are described. 


sisting of proteinuria, hypertension, ede- 
ma, and azotemia.*:+ To this original 
description has been added the finding 
of diabetic retinopathy, for only recently 
has it been appreciated that the capillary 
microaneurysm in the retina of the dia- 
betic patient is the morphologic and 
biochemical counterpart of the inter- 
capillary hyaline glomerular lesion, 
which has been referred to in the medi- 
cal literature as diabetic intercapillary 
glomerulosclerosis. Although originally 
considered to be a disease of the diabetic 
patient in the fifth and sixth decades of 
life, it has become increasingly apparent 
that this “complication” of diabetes is 
relatively common in juvenile diabetic 
patients with longstanding diabetes.® 
Analysis of all available clinical reports 
indicates that there is no real correla- 
tion of this syndrome with age, sex dis- 
tribution, or the intensity of diabetes.®* 

It is generally true, however, that the 
elderly patient with this syndrome usual- 
ly has mild diabetes, in contrast to the 
relatively severe type of diabetes noted 
in the young patient with renal-retinal 
vascular disease. Severity of diabetes in 
this instance refers to the insulin need 
of the patient prior to development of 
clinical stigmata of degenerative capil- 
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lary vascular disease. In some cases, amel- 
ioration of diabetes occurs as the renal 
lesion progresses.® This finding is not 
unique in patients with diabetic glo- 
merulosclerosis, for similar findings can 
be noted in diabetic patients exhibiting 
a wide variety of other nonspecific renal 
diseases.1°.11 A marked diminution of 
caloric intake with increasing illness 
would appear to be a likely explanation. 
Recently, however, studies with labeled 
insulin (I?! and S$*°) have indicated that 
nephrectomy diminishes the rate of in- 
sulin degradation,!2 which may have 
some bearing on the amelioration of dia- 
betes, both with specific and nonspecific 
renal disease. It has been further stated 
that diabetic acidosis is rare in the course 
of the lifetime of a diabetic patient in 
whom glomerulosclerosis and _retinop- 
athy develop.® Recent studies indicate 
that no real differences exist between dia- 
betic patients with and without the spe- 
cific renal lesion.1® 14 

Diagnostic Pitfalls 
Occasionally, it is possible for the physi- 
cian to follow the patient accurately over 
the years from known onset of diabetes 
through the various progressive mani- 
festations of the clinical syndrome. A 
retinal microaneurysm is frequently the 
heralding sign, and is soon followed by 
proteinuria and borderline hypertension. 
Increasing proteinuria, hypoproteinemia, 
progressive hypertension, increasing car- 
diac enlargement, and onset of cardiac 
or nephrotic edema with a rising blood 
urea nitrogen follow in slow but relent- 
less fashion. To this burden may _ be 
added the effects of increasing coronary 
atherosclerosis and peripheral vascular 
disease, and, ultimately, the fully de- 
veloped clinical picture is seen. 

More frequently, however, it is not 
possible for the physician to determine 
with any degree of accuracy the exact 
onset of the disease or its full develop- 
ment. Many diabetic patients with this 





syndrome may show only an occasional 
stigma, and the physician must be alerted 
to the possible diagnosis. We have seen 
patients with minimal proteinuria and a 
rare retinal microaneurysm, but with 
pronounced peripheral neuropathy, who 
have suddenly gone into severe uremia 
on the basis of the specific renal lesion.1% 
We must be aware of the diagnosis of 
diabetic glomerulosclerosis in a patient 
with renal insufficiency or edema of un- 
determined etiology, but whose diabetes 
is so mild that glucose tolerance studies 
are necessary to prove the existence of 
diabetes mellitus. The patient with mild 
hypertension, diabetes, and a trace of 
proteinuria may be overlooked in the 
terms of the underlying disease process, 
and his peripheral edema may be er- 
roneously attributed to cardiac decom- 
pensation or peripheral venous insufh- 
ciency, rather than to a nephrotic origin. 

The problem is further complicated 
in that a number of other clinical situa- 
tions may give rise to hypertension, ede- 
ma, proteinuria, and azotemia. When 
congestive heart failure appears in dia- 
betic patients with arteriosclerotic or 
hypertensive cardiovascular disease or 
chronic pyelonephritis, the picture may 
be indistinguishable from that of dia- 
betic glomerulosclerosis. In some diabetic 
patients, other etiologic bases for a ne- 
phrotic syndrome and azotemia may de- 
velop, such as glomerulonephritis, amy- 
loidosis, or the rare cases of coexisting 
diabetes mellitus and diffuse collagen 
disease or renal vein thrombosis. 

Too frequently, patients have been 
diagnosed clinically as having specific 
diabetic renal vascular disease, but pa- 
thologic confirmation at autopsy is lack- 
ing. The reverse situation—lack of ap- 
preciation of the syndrome clinically 
with the presence of intercapillary glo 
merulosclerosis on postmortem examina: 
tion—is even more striking. One would 
hope that the presence of retinal micro- 
aneurysms, easily recognized with the 
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ophthalmoscope, would be a most help- 
ful diagnostic aid. However, the respec- 
tive studies of Ashton'!* and Frieden- 
wald!® have indicated that, although all 
patients with the specific renal lesion 
have retinal microaneurysms, the reverse 
situation does not exist, for only 58 per 
cent of patients with microscopically 
demonstrated retinal microaneurysms 
have characteristic nodular, diabetic glo- 
merculosclerosis. 


Objective Aids in Diagnosis 
With all these clinical pitfalls, it is ap- 
parent that the physician must have 
some objective aid in diagnosis, particu- 
larly in the early stages of the disease, 
since any attempt at control of the dis- 
ease process must be early. Studies of 
renal hemodynamics have proved dis- 
appointing as a diagnostic tool in this 
disease. Findings by various workers'® 6 
indicate a reduction in glomerular filtra- 
tion rate (GFR), renal plasma flow 
(RPF), maximum tubular excretory func- 
tion (TmPAH), filtration fraction (FF), 
and an increase in the ratio (RPF/ 
I'mPAH). The mechanism of the change 
is apparently similar to that noted in 
glomerulonephritis. The pattern is one 
of decreased filtration associated with a 
loss of tubular secretory function. The 
recently introduced renal biopsy!* would 
appeal ‘to bea possible objective method 
for confirmation of diagnosis during life. 
\ positive finding is most rewarding; a 
negative one, however, does not exclude 
the diagnosis, since the tissue fragment 
obtained on biopsy may not be indica- 
tive of the remaining renal parenchyma. 

A study of the urinary sediment is 
most rewarding if performed painstaking- 
ly and by an experienced observer.!7 6 * 
The prominent finding is that of doubly 
refractile lipoid droplets in epithelial 
cells or casts containing cholesterol esters 
in addition to neutral fats. They appear 
yellow-black when viewed under ordi- 
nary light. With polarized light, they 


408 Geriatrics, July 1957 





have the typical and easily recognized 
appearance of maltese crosses. The polar- 
ized light can be produced by means of 
Nicol prisms or, more simply, by insert- 
ing a piece of ordinary, thin polaroid 
film in the eyepiece, and another piece 
in the condenser of an ordinary micro 
scope. The eyepiece is rotated until a 
maximally dark background is produced. 
In this field, fatty cells are seen to con- 
tain bright, achromatic maltese crosses. 
The examiner must be sure that this 
anisotropic fat is intracellular, since 
much confusion has recently arisen from 
the finding of free-lying, doubly refrac- 
tile lipoid on glass slides imperfectly 
cleaned with soap and soap substitutes. 
Crystals and dust particles may be er- 
roneously identified as doubly refractile 
lipoid because of their color effects. Care- 
ful study will disclose no real maltese- 
cross structure and no intracellular or 
intracast relationship. It is necessary to 
study the urine daily, since the amount 
of anisotropic material varies from day 
to day. It is chiefly found in fresh acid 
urine, for it is poorly preserved and diff- 
cult to find in alkaline urine. 
Although these elements are also 
found in the urine of patients with other 
causes of the nephrotic syndrome—name- 
ly, nephrotic glomerulonephritis, renal 
amyloidosis, luetic nephrosis, and, occa- 
sionally, diffuse vascular disease—they 
have not been seen in patients with gen- 
eralized arteriosclerosis and hypertensive 
renal vascular disease, with or without 
diabetes, in the absence of glomerulo- 
sclerosis. ‘Therefore, if one can rule out 
nephrotic glomerulonephritis, which is 
the chief diagnostic problem in the 
younger diabetic patients, and rare in 
patients past the fifth decade, careful 
examination of the urinary sediment be- 
comes an important, yet simple, diagnos- 
tic aid. Hyaline, granular, and waxy 
casts are noted with varying constancy. 
An occasional red and white blood cell 
may be seen, but red blood cell casts 




















and hemoglobin casts are never found. 
If they are seen in the urine, one should 
consider a diagnosis of glomerulone- 
phritis, malignant nephrosclerosis, or 
renal infarction, rather than diabetic 
renal disease. 

The question of whether the doubly 
refractile lipoid in the urine can con- 
ceivably be an early finding is intriguing. 
The findings of Wilens and co-workers 
on human material,!*:1® and the recent 
demonstrations of Hartroft in choline- 
deficient animals,?° indicate that in- 
creased lipid deposits in the glomeruli 
may be etiologically related to the de- 
velopment of the nodular lesion. An 
orderly, systematic study of young dia- 
betic patients, observed serially during 
the course of their illness, may disclose 
the early presence of doubly refractile 
lipoid in the urine. Such studies are now 
in progress in our laboratory. 

Causative Factors 
In terms of pathogenesis, the renal lesion 
is closely related to the retinal micro- 
aneurysm, which is the fundamental 
lesion of diabetic retinopathy, and both 
appear to be manifestations of the same 
degenerative process. There is still con- 
siderable controversy among histologists 
concerning the nature and origin of 
hyalin material noted in these lesions, 
but more precise information awaits ad- 
vances in the study of the ultrastructure 
of the ground substance of connective 
tissue. Renal arterio- and arteriolar- 
sclerosis are found constantly in associa- 
tion with the glomerular lesion. Focal 
and diffuse chronic pyelonephritis may 
frequently coexist. The specificity of the 
“nodular” lesion is now agreed upon by 
most authorities. Reports to the contrary 
are generally based on postmortem re- 
view of clinical records, which lack ade- 
quate data specifically directed toward 
the establishment of a diagnosis of dia- 
betes during life. 

Lesions suggestive of nodular diabetic 








glomerulosclerosis have been produced 
by partial pancreatectomy; injection of 
anterior pituitary extracts, alloxan, var- 
ious adrenal cortical steroid combina- 
tions, homologous serum globulin, and 
vitamin B,.; and by choline deficien- 
cy.1%24 No retinal microaneurysms have 
been produced by any of these proce- 
dures, and, histologically, the nodular 
renal lesions which have resulted are not 
characteristic of human renal lesions. 

Duration of diabetes is an important 
factor in the development of the renal 
and retinal vascular lesions.2°> We may 
speculate, however, that these vascular 
lesions may not be complications of long- 
term diabetes, but rather an integral part 
of the underlying metabolic disorder in 
which hyperglycemia and glycosuria are 
only the presenting findings, while the 
factor of time brings the entire metabolic 
aberration to the clinical surface. 

Argument still continues as to whether 
control of diabetes affects development 
of renal and retinal lesions. This is a 
difficult matter to evaluate, for definition 
of control varies so widely in diabetic 
circles. Granted that a high incidence 
of severe diabetic retinopathy and ne- 
phropathy is associated with poor levels 
of control, we must still be aware that 
a fair percentage of patients with good 
control, as defined under rigid criteria, 
do exhibit extensive vascular damage. 

A recent paper reports that retinop- 
athy was absent or minimal in approxi- 
mately 75 per cent of patients with long- 
standing diabetes who maintained a 
“good” level of control.?> Nevertheless, 
close-to 25 per cent of patients with a 
similar degree of control exhibited mod- 
erately severe, marked, or extreme reti- 
nopathy. Furthermore, 33: per cent of pa- 
tients with a “poor” control displayed 
little or no evidence of retinopathy. 

Recent clinical investigation has pro- 
duced some interesting biochemical al- 
terations associated with diabetic retinop- 
athy and glomerulosclerosis. Studies of 
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the serum and urinary proteins by means 
of Tiselius apparatus and paper electro- 
phoresis”* reveal an increase in the alpha- 
2 globulin fraction of the serum proteins 
associated with low serum albumin, nor- 
mal or elevated beta globulin, and nor- 
mal gamma globulin. The urinary pro- 
teins consist chiefly of albumin and 
alpha-1 globulin with relatively normal 
concentration of both beta and gamma 
globulins. Unfortunately, this cannot be 
considered diagnostic, for the marked in- 
crease in alpha-2 globulin of the serum 
has been found in other clinical condi- 
tions associated with the nephrotic syn- 
drome, as well as in terminal uremia 
secondary to other renal diseases, and 
probably reflects prolonged proteinuria. 
Because of the demonstration of muco- 
polysaccharides and lipid substances in 
the glomerular and retinal lesions, these 
substances, both in blood and _ urine, 
have been examined.***! Higher levels 
of these substances are noted in diabetic 
patients with retinopathy and nephrop- 
athy than in normal controls and un- 
complicated diabetes. However, the pres- 
ent evidence is too fragmentary to estab- 
lish a definite causal relationship be- 
tween these substances and the renal and 
glomerular lesions, for renal insufficiency 
per se, as well as tissue destruction and 
repair, leads to an elevation of these 
substances. Therefore, caution must be 
exercised in interpreting these results. 
Serial studies in the course of the disease, 
before development of the specific vascu- 
Jar lesions, are necessary data before 
additional conclusions can be drawn. 
Further studies, particularly in the puri- 
fication and composition of these muco- 
polysaccharides, are clearly indicated. 
Studies of the various serum lipid 
fractions and lipoproteins have been 
made in the. last few years.?38 The 
S, 12-50 class of lipoproteins, even when 
corrected for cholesterol values, are ele- 
vated in the fully developed clinical syn- 
drome. In constrast to this finding, 
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patients with diabetic retinopathy and 
presumably normal renal function, show 
a wide scatter of values, ranging from 
normal to mild increases. It is possible 
that these changes may be directly re- 
lated to the degree of associated renal 
insufficiency. It is of further interest that 
in diabetic patients without evidence of 
capillary vascular disease even after a 
long-known duration of diabetes normal 
lipoprotein values are found. Recently, 
a correlated study of serum lipids and 
serum mucopolysaccharides in patients 
with uncomplicated diabetes and in dia- 
betic patients with capillary vascular 
disease was performed.*® In patients 
with the specific renal lesion and a full- 
blown clinical syndrome, there is a defi- 
nite elevation of the total lipids, lipid 
phosphorus, and serum cholesterol 
values. In contrast, normal values for all 
three classes of lipids are obtained in 
uncomplicated diabetes. Relatively nor- 
mal serum cholesterol and lipid phos- 
phorus values, but elevated total lipids, 
are noted in diabetic patients with reti- 
nopathy, but with no evidence of renal 
insufficiency. 

There has been much speculation re- 
cently concerning the effects of adreno- 
cortical and pituitary influences on the 
development of capillary vascular dis- 
ease in diabetes. There are some indica- 
tions, both from experimental and clini- 
cal studies, that a possible interrelation- 
ship exists between increased pituitary 
and adrenocortical activity and the de- 
velopment of the specific retinal and 
glomerular lesions.442 

In some medical centers, hypophysec- 
tomy and adrenalectomy have been and 
continue to be performed in an attempt 
to reverse, or at least ameliorate, the 
progress of “malignant diabetes.’’#-4> The 
results as yet are not impressive in terms 
of reversal of already established lesions. 
As might be expected, there has been 
decrease in edema, normalization of the 
blood pressure, and decrease in pro- 
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teinuria, and it is conceivable that these 
effects alone may prolong life. Since one 
can hardly expect reversal of well-estab- 
lished lesions, perhaps these surgical pro- 
cedures should be performed relatively 
early in the course of illness if a possible 
cure is to be effected. Much more objec- 
tive evidence of increased pituitary- 
adrenal hyperactivity is needed before 
we can consider such procedures serious- 
ly. Such studies are now in progress.*648 

Management 
No specific therapy is available. The dia- 
betes is relatively easy to manage, in 
terms of insulin and diet. ‘The blood 
pressure may be controlled to some ex- 
tent by use of antihypertensive medica- 
tion, but great care must be exercised to 
prevent sudden falls in blood pressure 
which may precipitate an acute cerebro- 
vascular accident, coronary occlusion, or 
increasing uremia. 

Food should be planned to maintain 
the patient in a normal nutritional 
status, as in the case with diabetic diets 
in general. Our experience at Montefiore 
Hospital indicates that, in the presence 
of poor renal function, the dietary pro- 
tein should be reduced to 30 to 50 gm. 
per day, but adequate caloric intake by 
carbohydrate and fat supplementation 
must be assured to prevent malnutrition, 
especially in the presence of severe pro- 
teinuria. The fluid intake must be ele- 
vated to the point of producing a urine 
volume of 1,200 to 1,500 cc. daily; other- 
wise, nonprotein nitrogen retention may 
develop rapidly, even on the relatively 
low protein diets. 

The management of edema is most 
dificult because of the multiplicity of 
causative factors, such as renal insufhi- 
ciency of glomerular origin, cardiac de- 
compensation, and hypoalbuminemia, 
plus the associated effects of arterial and 
venous peripheral vascular disease. The 
rate of formation of edema will depend 
as usual on the intake of salt and water, 





regardless of the basic cause of the ede- 
ma. Thus salt restriction will quantita- 
tively delay the accumulation of edema 
and may even lead to its mobilization. 
However, the degree of cardiac failure, 
and especially of renal insufficiency, will 
be deciding factors in this process. The 
salt content in the diet of edematous pa- 
tients should be less than 2 gm. per day. 
Further reduction in salt intake, as on 
rice diet or other low sodium: regimens, 
should be carried out only under careful 
supervision of blood electrolytes. 

Patients with cardiac failure and dia- 
betic glomerulosclerosis are maintained 
on digitalis and may be given mercurial 
diuretics as long as they respond and 
renal insufficiency is not too severe. Am- 
monium chloride and other acid-forming 
salts may be helpful in promoting mer- 
curial diuresis when renal function is 
adequate, but the patient should be care- 
fully observed for development of acido- 
sis. Purine diuretics given orally are of 
little value and often produce unpleasant 
gastrointestinal symptoms. Ion exchange 
resins are useful in the treatment of 
either cardiac or renal edema, but their 
production of acidosis and other electro- 
lyte changes in patients with renal in- 
sufficiency must be borne in mind. Di- 
amox is of limited value. 

Complications of chronic renal failure, 
as well as associated clinical conditions 
which may further aggravate the under- 
lying situation, must be constantly kept 
in mind since these may be remediable, 
and their intelligent management may 
do much to maintain comfort and _ pro- 
long life. These include disorders of 
fluid and electrolyte balance, severe ane- 
mia, renal and extrarenal infection, pos- 
sible associated obstructive uropathy, and 
gastrointestinal disturbances with result- 
ant nutritional and vitamin depletion. 

The problem of accelerated vascular 
damage in diabetes is far from solution. 
Much basic study is required, particu- 
larly in the biochemical and physiologic 
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aspects of the disease. Only by the con- 
certed effort of clinician and biochemist 
can a fuller understanding of this disease 
be obtained, with the hope that acceler- 
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ated vascular damage may not be the f 
of all diabetic patients. 
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geriatric practice 


The electroencephalogram in 


JAMES L. O’LEARY, M.D. 


sT. LOUIS 


@ There are two approaches to the study 
of brain wave changes during aging— 
the one general and the other limited. 
From the general approach, aging, like 
growth, is seen as a biologic process suit- 
able for population studies. The chronol- 
ogy of change, from the irregular, slow 
activity of the infant’s electroencephalo- 
gram to the 10-per-second occipital alpha 
rhythm of the normal adult, is one ex- 
ample of a growth study in electroence- 
phalography. In aging, the ordering of 
events, which seems implicit for growth, 
is obscure by comparison, for we deal 
with the terminal unwinding of a geneti- 
caliy-set process with varying vulnerabil- 
ity in many factors from one subject to 
another. This is complicated by inter- 
action with a variety of environmental 
stresses which differ in degree, kind, and 
period at which each was experienced. 
The nervous system, with its combined 
vascular and neural vulnerabilities, pre- 
sents these complications on a high scale; 
and an electroencephalogram of an aged 
person reflects too many unknown fac- 
tors to present ideal material for statisti- 
cal study. 

By contrast, the limited approach is 
based on the tracings of individual, se- 
lected, aging patients. The findings of 
these tracings, interpreted with other 
clinical data, provide insight into how a 
particular aging brain is reacting to a 





JAMES L. O'LEARY is professor of neurology, Divi- 
sion of Neurology, Washington University School 
of Medicine. 





Electroencephalographic tracings for 
elderly persons should be judged less 
rigidly than those for young adults to 
avoid erronous conclusions concern- 
ing the severity of brain involvement. 
The effects of vascular insufficiency, 
neoplasm, and subdural hematoma 
are considered, and it is noted that 
electroencephalographic alterations, 
focal or generalized, are nonspecific 
and cannot be evaluated as an iso- 
lated datum. 


disease process. By and large, this is an 
experiential viewpoint. The lessons de- 
rived from this approach lead to in- 
creased accuracy in assessing a tracing in 
terms of disease. 


Comparison of Tracings in 

Young and Old Individuals 
The standards of normality by which we 
judge the tracing of an aged individual 
is a matter of major importance. Some- 
times, the tracing of a quite old person, 
even one recorded in a clinical labora- 
tory for a presumed neurologic com- 
plaint, may be indistinguishable from 
that of a young adult. However, for clini- 
cal purposes, the standards of normality 
used for young adults need to be sig- 
nificantly relaxed for older persons. Even 
though standards are relaxed, a group 
of socially functioning old people will 
still present significantly more abnormal 
tracings than a younger control group. 
Since many elderly patients are referred 
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FIG. 1. Comparison of EEG tracings from three older patients: A. female, 65; B. male, 


68; and C. female, 


68. B is normal by young adult standards; A and C are faster 


and slower than those of younger persons. Degrees of disorders represented in A and 


C should be interpreted conservatively. 


to a clinical laboratory for a tracing be- 
cause of dizziness, headache, 
single blackout, failing memory, or de- 


vertigo, 


pression—complaints which need not be 
ominous in their implications—we can- 
not apply young adult standards too 
rigidly. Otherwise serious brain disorder 
may be inferred in cases in which it does 
not exist. 

Obrist! classified the electroencephalo- 
graphic tracings from 60 healthy indi- 
viduals from Moosehaven Colony, who 
were 80 to 91 years old, using the same 
standards applied by Gibbs, Gibbs, and 
Lennox? to a group of 1,000 young and 
middle-aged controls. Among the old 
people, he found a significantly higher 
incidence of intermediate slow tracings 
of moderate to high voltage. Although 
such alterations were usually generalized 
in distribution, a number of cases of focal 
slow disorder were detected. The inci- 
dence of fast activity was also somewhat 
higher for the aging group, although not 
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significantly so. Figure I presents a trac- 
ing from an aging patient, which is 
normal by any adult standard, as com- 
pared with tracings from two other old 
persons, which are faster and slower than 
are those of younger individuals. 

In young and middle-aged patients, a 
slow focal disturbance, if unequivocal, 
is presumed to point to organic disorder 
in one part of one side of the brain un- 
derlying the scalp region from which it 
is recorded. Silverman and his associates 
found that one-third of a sizeable popu- 
lation of functioning, aged individuals 
showed focal disturbances over the tem- 
poral regions of the brain, predominant- 
ly on the left and anteriorly.*:+ A battery 
of psychologic tests given the same group 
of subjects did not succeed in differen- 
tiating between those with normal trac- 
ings and those with temporal region 
disturbances. Thus, even the presumed 
organic significance of focal lesions in 
young and middle-aged patients is open 











FIG. 1. Definite right central focal pattern, as shown by arrows. This 74- 
year-old male patient had a four-year history of hypertension, with myo 
cardial infarct one year before. Acute onset of left-sided weakness twenty 
hours before tracing. Diagnosis: cerebral infarction. Except for focal pat- 


tern, tracing is relatively well-ordered. 


to question for the older age group; such 
findings should always be considered as 
a part of the total neurologic and psychi- 
atric evaluation of a patient before desig- 
nation as evidence of the site of a vas- 
cular lesion or a neoplasm. 


Cerebral Insufficiency 


The inference is strong that cerebrovas- 
cular insufficiency may be the important 


factor causing the higher incidence of 


disordered tracings in the senium—par- 
ticularly tracings of the temporal area. 
The yearly U.S. statistics for deaths 
from vascular lesions affecting the cen- 
tral nervous system suggest the high 
incidence of cerebrovascular aging in 
elderly persons.5 In individuals with 


symptoms indicating severe insufficiency 
of the basilar or carotid arteries, a physi- 
ologic stress which causes a drop in blood 
pressure, like that which results from a 
postural tilt to 70 degrees from the hori- 
zontal, can cause changes in the EEG 
consistent with focal cerebral ischemia.® 
Thus, in patients whose symptoms are 
indicative of carotid artery insufficiency, 
electroencephalographic slowing may de- 
velop over the Sylvian area, and in those 
with basilar artery insufficiency, it may 
develop over the territory of the posterior 
cerebral supply. Transient reduction of 
cardiac output, such as might be occa- 
sioned by sudden change in ventricular 
rate with heart block, can also bring out 
slow activity in the electroencephalo- 
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gram.’ Evidently transient syncope, con- 
fusion, dementia, seizures, aphasia, or 
hemiparesis can occur with either type 
of event. 


Cerebral Infarction 
When a cerebral infarction has occurred, 
its site may be indicated by the appear- 
ance of a focus of slow waves—largely 
injury potential, we believe—over the 
region of supply of the affected vessel. 
If a slow wave focus is recorded opposite 
the side of a recently developed hemi- 
paresis, there is good reason to presume 
a causal relationship, even though, as 
indicated previously, such disturbances 
have been detected in functioning older 
individuals who have not had a _ pre- 
ceding cerebrovascular episode. There is 
also some evidence that the appearance 
of the slow focus resulting from a vascu- 
lar occlusive episode may antedate the 
appearance of the neurologic signs by 
at least several hours. In one 64-year-old 
hypertensive patient, we recorded such 
a focus over the anterior scalp region 
hours the clinical 
festations of hemiparesis appeared on the 
opposite side. We believe that, since the 


three before mani- 


focus disappeared in the ensuing three 
weeks, correlating with marked improve- 
ment in the hemiparesis, a causal rela- 
tionship can be presumed. 

The detection of such a focus 
over the presumed site of a vascular af- 
fection is common enough (figure IT), but 
not invariable. We have 
significant number of 


slow 


records of a 
cases of recent 
hemiparesis of vascular origin in which 
none was found. The usual explanation 
for such an indeterminate tracing is that 
the infarct region is too deep to register 
disturbance at the surface leads. 
However, even at necropsy, it is not al- 
ways easy to correlate the severity of 
neurologic manifestations with the size 
of the infarct; and many of the patients 
with electroencephalograms in the in- 
determinate class recover from the epi- 


as a 
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sode even though they may not regain 
the use of the paralyzed extremities. We 
have also observed cases in which the 
slow focus has persisted through serial 
tracings taken over several years. 

In our experience with severe infarc- 
tions or with cerebral hemorrhage, trac- 
ings not markedly disordered are excep- 
tional. In hemorrhage, the state of the 
patient may be too precarious, or the 
patient too restless to obtain a good 
tracing; but those we see often show a 
generally slow pattern, sometimes of 
high amplitude. Increased amplitude of 
the slow waves may occur over the site 
of the hemorrhagic process, or, if that 
brain territory is greatly damaged, re- 
gional suppression of activity may be 
noted. 


Senile Dementia 
In senile dementia, significant general- 
ized disorder of slow, or mixed fast and 
characteristics is often observed. 
Weiner and Schuster report a high in- 
cidence (78 per cent) of nonfocal, diffuse 
slowing of electroencephalographic 
waves in dementia; the greater the de- 
gree of the dementia, the more _ pro- 
nounced the slowing.’ They also believe 
it a reasonable conclusion that advanced 
age alone is not responsible for a high 
incidence of abnormal EEG findings in 
elderly individuals. I have found that 
dementia may be primary or secondary 
to arteriosclerosis, and, generally speak- 
ing, pathologic study is necessary to de- 
cide between them. However, a few gen- 
eralizations are possible if based upon 
clinical impression alone. In those cases 
of dementia which develop slowly, we 
believe that the electroencephalogram 
may be no more disordered than has 
been reported by others for functioning 
elderly individuals. By comparison, ar- 
teriosclerotic dementia with irritability, 
confusion, and sporadic seizures, is cer- 
tainly associated with greatly disordered 
tracings, sometimes of high voltage. Bi- 
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B. Female, age 73. Clinical diagnosis 
is not confirmed. Patient still living 
five years later. 
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A. Female, 62 years old. Note sharp front slow 
waves appearing symmetrically in frontal-vertex 


lead combinations, as shown by arrows. Bilateral 

carotid angiograms for this patient showed dila- Wa \, re Mf 
* . : . v 

tation, tortuosity, and arteriosclerotic changes in- AN 


volving internal carotid, middle cerebral, and 


anterior cerebral arteries bilaterally. Pneumo C. Female, age 76. Clinical diagnosis 
encephalogram showed cortical atrophy. not confirmed. 


FIG ul. Tracings from three hospitalized patients with arteriosclerotic dementia. All were admitted 
with focal seizures; during hospitalization each showed marked confusion and significant irritability. 
Focal seizures were not inconsistent with EEG findings, since, because of the generalized disorder 
presented, focal findings were not likely to be outstanding. 


frontal slow activity may be a prominent — proved cardiac arrest occurring in a 64- 
feature, as shown in figure III. Liberson year-old man during an operation. The 
and Seguin earlier reported confusion — period of total ischemia was estimated at 
and irritability as the more significant between three and one-half and four 
correlates of disordered tracings in the minutes. An_ initial electroencephalo- 
psychiatric older age group.® gram was obtained ten hours after the 
arrest (figure IV). At that time, the pa- 
tient was stuporous but responded to 
In order to terminate this discussion of pin prick with restless movement. The 
vascular aging upon a more optimistic electroencephalogram showed a well-or- 
note, I should like to mention a case of dered alpha rhythm. During the follow- 





Reserves of Cerebral Energy 
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FIG. Iv. Tracings from 64-year-old male ten hours after a cardiac arrest lasting three 
and one-half to four minutes. From relatively normal appearance of tracing we 
infer that this patient had considerable latent reserves. 


ing three days, the subject’s mental func- 
tioning was restored gradually and, now, 
four months later, his wife believes that 
he is much the same as before the opera- 
tion. Serial electroencephalograms, taken 
at intervals of a few days during the re- 
covery period, were all normal. I believe 
this case emphasizes the significant cere- 
bral energy reserves maintained by some 
elderly individuals, for the same period 
of ischemia has led to significant altera- 
tions in the tracings of much younger 
persons. 


Other Conditions 


Slow focal disturbances are a non- 
specific associate of brain injury, and, in 
addition to their appearance in vascular 
conditions, can occur as primary reaction 
in cerebral concussion, subdural hema- 
toma, cerebral neoplasm, and in menin- 
gitis or encephalitis. To a lesser degree, 
hepatic coma, bromism, and electrolyte 
imbalance can similarly cause slow trac- 
ings as a secondary reaction. For the 
secondary reactions, the slow activity 
recorded is usually generalized, although 
voltage asymmetries may occur between 
the tracings from different scalp regions 
and thus simulate focal appearances. 

In aged patients, the differential diag- 
nosis between cerebral neoplasm and 
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subdural hematoma, both space-consum- 
ing processes, and the varied symptoma- 
tology of cerebrovascular insufficiency is 
a difficult problem. If headache and 
papilledema are prominent features, a 
space-consuming process should always 
be considered in explaining focal dis- 
order. When, in the absence of papil- 
ledema, a slow focus is associated with a 
gradually developing hemiparesis, con- 
fusion, and perhaps aphasia, both vascu- 
lar and space-consuming processes are 
possible explanations. There are no gen- 
erally applicable rules-of-thumb. To the 
extent that the history is suggestive of 
progressive neurologic deficit instead of 
the usually abrupt appearance of vascu- 
lar crises, the consideration of a possible 
space-consuming process becomes more 
imperative. Also, a fluctuating state of 
consciousness may be a decisive factor in 
considering space-consuming pathology. 
Focal electroencephalograms in two cases 
of cerebral neoplasm in older individ- 
uals, verified at operation, are presented 
in figure V. In each, a vascular etiology 
was also considered a strong possibility. 
Conclusions 
Primary consideration is given to clini- 
cal aspects of the interpretation of elec- 
trical records of brain activity in aged 
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A. Male, age 61. His history had begun twenty- 
six months earlier with Jacksonian seizures in- 
volving the left hand. His subsequent history 
was that of progressive neurologic deficit. Bi- 


lateral papilledema was present on admission. 


The EEG focus was in right anterior triangle. 
Tumor, meningothelial meningioma. 





j 


B. Male recluse, 78, found unconscious four 
weeks earlier, with left hemiparesis on regaining 
consciousness. State of consciousness fluctuated 
significantly thereafter. No papilledema. Tumor, 
right frontal glioblastoma. Note how difficult to 
differentiate this tracing from one in arterio- 
sclerotic dementia category (figure IV). 


FIG. Vv. Tracings from two patients with verified brain tumor. Each patient was hypertensive, and for 
each of them, the possibility of cerebrovascular diagnosis had been considered. 


individuals. The point of departure is 
a recognition of the necessity for a less 
stringent interpretation of the frequency 
characteristics of electroencephalo- 
graphic tracings in the aged than is usual 
for those of young and middle-aged 
adults. Unusually slow tracings, even 
those which are focally disordered, are 
known to occur in groups of functioning 
elderly individuals selected for research 
studies. Considering the numerous com- 
plaints of possible neurologic import 





which may occasion the referral of such 
an aged person to an EEG laboratory 
for a clinical tracing, it is important 
to weigh each interpretation as but one 
factor in diagnosis, using it with other 
neurologic, psychiatric, and laboratory 
data. Otherwise, an ominous interpreta- 
tion of irreversible brain damage can be 
made in an individual with continuing 
prospects for functioning at a relatively 
unimpaired level. 

The marked high incidence of vascu- 
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lar conditions in aging is a compli- 
cating factor in the diagnosis of the 
much less common, but surgically cor- 
rectible, conditions, such as cerebral neo- 
plasm and subdural hematoma. The dif- 
fuse disorganization, or the focal dis- 
order, uncovered by an electroencephalo- 
graphic tracing is a nonspecific mani- 
festation of brain injury without etio- 
logic significance of its own. Even sys- 
temic disorders elsewhere may be respon- 
sible for brain wave alterations. Thus, 
the history and other clinical data are 
even more important in evaluating the 
tracing than is the case for young and 
middle-aged persons. Nevertheless, it can 
be predicted that, as the varied effects of 
vascular aging upon the electroencepha- 
lographic tracing become better under- 
stood, the method will become increas- 
ingly valuable in determining how the 
brain is reacting to an injury and in 
excluding other diagnostic alternatives. 
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ATHEROSCLEROSIS in all its manifestations, but chiefly in its coronary 
localization, is more frequently found in men than in women, par- 
ticularly in the age group between 20 and 50. Contrary to the hypoth- 
esis that the greater thickness of the coronary intima of men _pre- 
disposes them to atherogenesis, is the belief that the different reaction 
of men and women to this disease can be attributed to the different 
concentration of the plasma lipids, which is particularly evident until 


old age. 


Apparently, ovarian function is the chief factor which protects 
women from atherosclerosis before menopause. Experiments on animals 
with previously induced atherosclerosis show that estrogen administra- 
tion modifies the humoral pattern and results in definite improvement 
of atherosclerotic coronary lesions. During treatment with estrogens, 
the lipoprotein pattern of patients with previous myocardial infarction 
tends to return to normal and assumes ‘youthful characteristics. 

Thus, estrogen therapy is indicated for atherosclerotic patients even 
if long-term administration is limited by risk of secondary incon- 
veniences, such as breast enlargement. 


D. MAGRINI: Aterosclerosi e sesso. Gior. Gerontol. 5: 73-98, 1957. 
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The management of persons 


with little strokes 





WALTER C. ALVAREZ, M.D. 


CHICAGO 


In previous papers, I have described 
the syndrome produced by the little 
strokes—those thromboses of small intra- 
cranial arteries which do not produce 
any lasting aphasia or hemiplegia. What 
they do is to take away some of the 
person’s memory, ability, and zest in life; 
they change his character and personality 
and worsen his temper; they age him and 
slow him up mentally and_ physically; 
and they keep giving him one little push 
after another toward the grave. The 
process of dying in this way can take 
anywhere from five to thirty years. 

Treatment right after the stroke. 
When a person has had a dizzy spell, 
perhaps with nausea and vomiting, men- 
tal confusion, or some numbness in a 
hand, some physicians give a few doses 
of cortisone. ‘These may seem to bring 
recovery. Actually, of course, one can- 
not tell if any drug has been of value 
because, in so many the acute 
symptoms disappear quickly, without 
any treatment. In a recent controlled 
study, Mark Dyken and Philip T. White 
found no sign of immediate improve- 
ment in cases of severe strokes treated 
with cortisone.! Some physicians have 
tried blocking the cervical sympathetic 
nerves, but I can see no logic in this, and 
studies at the Mayo Clinic showed that 
it does not do any good. 

Shock passes and edema clears away, 
and, often in a few hours, the patient 
seems to have recovered completely. 
What is sad is that sometimes, in the next 
two weeks, it becomes obvious that he 


cases, 


Many persons with little strokes pull 
out wonderfully without any treat- 
ment. Iodides seem to help. Rarely 
need hypertension be treated. A stout 
person may be put on a reduction 
diet. Operations should be avoided. 
The problem should be discussed 
frankly with the patient and the fam- 
ily. The physician may have to help 
with problems of business and retire- 
ment. 


has been left mentally crippled. 

In that case, the best alternative seems 
to be the old standby of our medical 
fathers—iodides. I use Lipoiodine in 
doses of 1 or 2 tablets a day. Sometimes, 
it seems to work a miracle, as when a 
man who had been unable to work for 
several months quickly recovers and goes 
back to his desk. 

I cannot see much logic in giving pa- 
tients vasodilators, such as nicotinic acid, 
when a little stroke has destroyed a bit 
of brain. Certainly, the medicine can- 
not rebuild the destroyed nerve cells. 
Also, in most cases, the vasodilator, if 
it works at all in the brain, is effective 
for only a few minutes at a time. 

Should hypertension be treated? When 
faced by a patient who has had a little 
stroke, the physician is likely to look for 
hypertension. Then when he finds it, he 
probably will want to treat it intensively. 
I think this is usually unwise because, 
in many cases, the thrombosis of the 


little vessel in the brain has nothing to 
do with hypertension. If the patient did 
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have high blood pressure, there is a big 
chance that the little stroke caused it to 
drop to the normal level. Under such 
circumstances, I never try to lower the 
pressure still further. I do not treat hy- 
pertension unless, as in rare cases, the 
patient has the severe type of the disease, 
which constitutes a grave threat to his 
life. 

Unless the has some cardiac 
failure, I never take from him his table 
salt, red meat, or predinner highball. 

If the man is a heavy cigarette smoker, 
I tell him it would be much better for 
him to smoke a pipe or a few cigars in- 
stead. If he is a big eater and is fat, I 
suggest that he take off his excess weight. 
If he has much sugar in his blood, I 
urge him to greater constancy in his 
treatment of his diabetes. If he has a 
tendency to gout, I help him to combat 


pers¢ mn 


that disease with diet and medicine. 

Treatment of several symptoms and 
sequelae. Insomnia may have to be re- 
lieved with a barbiturate or Adalin, or 
Bromural, or some other sedative. In a 
few cases, when the patient is quite rest- 
less, transquilizers may be given. In cases 
of extreme restlessness, as in an agitated 
depression, sedation carried out in a 
mental hospital will be necessary. 

For those many persons in whom Par- 
kinson’s syndrome develops, several drugs 
that tend to quiet the tremor and other 
tried. these 
patients will beg for a drug that will 
bring back that sense of comfort and 
well-being that they have lost, but I have 
never found any medicine that will do 
this for them. 


distresses may be Some of 


The constant burnings about which 
some of these persons complain are also 
highly resistant to any form of therapy. 
The many women who complain of a 
miserable burning in the tongue or a 
the mouth after a little 
stroke cannot be helped by any drug I 
know of. 

In those rare cases in which the patient 


nasty taste in 
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is left with an almost unrelievable causal- 
gic type of pain in a wrist, or in one side 
of his face, several pain relievers will 
have to be tried out and the best one 
used. 

Occasionally, a little stroke, or a series 
of strokes, will bring back migrainous 
headaches in a severe form, and they 
must be combated. In such cases, I see 
no practical objection to the use of ergot- 
amine, which is the best drug for stop- 
ping a headache when it starts. 

Avoidance of overexamination. | 
should like to make a plea for not ex- 
amining these patients too much. Usual- 
ly, the diagnosis is obvious from the 
history, from the story the family tells, 
and from the general appearance of the 
patient. Usually, by the time a consult- 
ant is seen, the patient has had one or 
several “complete examinations’ that 
Even complete 
neurologic examinations are usually re- 
ported as negative. Under these circum- 
stances, I do not have the patient ex- 
amined again. I avoid lumbar punctures 


have “shown nothing.” 


and ventriculograms. If the patient is 
not seen until several months after the 
little stroke, and during that time has 
shown no progressive character change, 
he is not likely to have a brain tumor. 

Avoidance of needless operations. It is 
well to avoid operations. Occasionally, 
after a stroke, an elderly man will need 
prostatectomy, in which case it is to be 
hoped that he can have the transurethral 
type of operation that causes so little 
shock. 

I fear use of ether anesthesia after a 
little stroke, because I have known a 
number of patients who came out of an 
operation with either a bad hemiplegia 
or a distressing thalamic syndrome. In 
the past, physicians were inclined to 
operate on the patient suffering from the 
complications that follow an unrecog- 
nized stroke. They took out gallstones, 
or a “chronic appendix,” or a myomatous 
uterus, or a lot of teeth, and usually the 














patient was much the worse for the treat- 
ment. 

Treatment of mental changes. Al- 
though, during the first few weeks after 
a little stroke, I am optimistic about the 
restitution of any muscle weaknesses in 
the patient, I am pessimistic about re- 
lieving any noticeable changes in ability, 
character, and temperament that may 
have appeared and have not shown signs 
of clearing up. And I have seen them 
clear up after three months, but rarely 
after six months. I have little hope for 
the patient whose mental changes are 
still troublesome after six months, for, 
after this interval, they seldom are af- 
fected by any treatment. 

What should the patient be told? 
Many physicians ask me if I tell the pa- 
tient that he has had a little stroke, and 
I say, “Yes.” So often, the man is almost 
certain he had a stroke, and then, if his 
doctor fails to mention this, even as a 
possibility, the patient wonders if his 
medical adviser is competent. Or, if the 
doctor does know it was a stroke, why 
doesn’t he come out and discuss it frank- 
ly? 

The patient who thinks he has had a 
stroke is naturally alarmed. There is 
much he would like to learn from his 
doctor. For instance, he may have heard 
he is apt to have two more strokes and 
die with the third. This is an old-wive’s 
tale, widely accepted by laymen. The 
patient wants to know if the end is near 
or if he will ever work again. 

If the patient has had a bad dizzy 
spell, or has almost blacked out, or 
has fallen down for a moment, or could 
not talk for a few minutes, or has 
crashed his car without apparent reason, 
I always ask, “What did you think you 
were having when that spell came?” 
Often the answer is, “I thought I was 
having a stroke—I expected to die any 
minute.’ This statement, of course, can 
go far to confirm the doctor’s hunch that 
the man had a stroke. In other cases, the 





patient will say, “No, I don’t think it 
was a stroke; I wasn’t that sick.’ Fortu- 
nately, the question about a stroke never 
seems to alarm people. 

When a man agrees that he probably 
had a stroke, I invite his questions re- 
garding the future, and I give him all 
the reassurance I can. I tell him about 
some of the many persons I have known 
who have gone for ten or fifteen years 
without having another stroke, and I tell 
him about some of the many patients 
who soon lost all the symptoms brought 
on by the stroke. I tell him about Pasteur 
who lived many years after his big stroke 
and, despite some residual muscular 
weakness on one side, did some of his 
best work for humanity during that time. 
Incidentally, Pasteur’s barber told a 
medical friend of mine, who visited Paris 
years ago, that Pasteur must have had 50 
little strokes before and after his big one. 

In manv cases, any little weakness or 
clumsiness of a few muscles soon clears 
away. Often, it disappears so quickly that 
the physician is tempted to make a diag- 
nosis of spasm in a small artery. This 
diagnosis is far more acceptable to the 
patient and his family than that of a 
thrombosis, but I agree with Osler that, 
in most cases, it is probably wrong. Later, 
at autopsy on the patient, the brain will 
be found to be full of little black or 
brown spots—more than enough to ac- 
count for all of his “spells.” 

What about new little strokes? Often 
a patient feels rather hopeless about his 
little stroke because he fears that, as he 
improves, another spell will pull him 
down again. This can happen, but, more 
often the person who recovers from a 


little stroke does not have another for 


several years. Frequently, when he does 
have several more little strokes, they do 
not interfere much with his health and 
his ability to work. 

Talking with the family. One of the 
best ways to help people who have been 
mentally crippled by a little stroke is to 
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explain the situation to the spouse and 
children so that they will understand the 
situation and be less critical and more 
patient and forgiving. They so greatly 
need to know that the patient’s brain 
has been injured or partly destroyed; 
they should understand that he is z// and 
not just “ornery” and bad-tempered and 
that he cannot “snap out of it.” 

Often the family and the man’s part- 
ners and employers need to be told that 
the man is not likely to return to his 
desk; that he will probably never be 
much better; and that he would do well 
to sell his business or, if employed, to 
retire and accept what little pension is 
coming to him. 

Helping with business affairs. The fol- 
lowing case provides a good example of 
how a physician can help a man who has 
been mentally crippled by a little stroke. 
Three years ago, a couple of middle-aged 
men their father, 
principal complaint was a hypersensitive- 
ness all down his right side. Noticing 


brought me whose 


that the man’s face was very dull and 
that his mental reactions were much too 
slow for his occupation as owner and 
manager of a dress factory, I talked to 
his sons and learned that the trouble had 
begun one day with a little stroke. With 
this, the man’s 
deteriorated that 


had so 
he had refused to let 
his designer get out any new models! As 
a result, his sons could not sell the out- 


business sense 


put of the factory; they became enraged 
at the “stupidity” and stubbornness of 
their father, and they left him to seek 
positions elsewhere. 

By talking in a kindly way to the old 
man and getting him to admit that he 
had had a stroke with much mental 
crippling, and by showing the sons that 
their father had been not just stupid and 
“ornery” but very ill, I brought peace 
to the family, and persuaded the father 
to turn over complete control of what 
was left of the business to his sons. Re- 
cently, they came in to thank me, and 
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to say that they had the factory running 
well again. 

Should the patient slow down? In 
many cases in which a man is able to 
carry on in his business after a little 
stroke, the physician must side either 
with the patient, who wants to keep hard 
at work, or with the wife, who wants him 
either to quit work or slow down. I al- 
ways side with the patient because he 
will be much happier at work, and I 
know of no statistical evidence to show 
that he will live longer if he eases up or 
quits. If he leaves and stays home all 
day, complaining and grousing, he will 
become a sore trial to his wife, and she 
may then rue the day when she demand- 
ed that he give up his work. 

Many of us need to remember that 
we should never desert our patients with 
little strokes. We can encourage them 
and stand back of them, and we can 
often help them meet symptoms as they 
arise. 

Cases of financial incompetence. Some- 
times we have the problem of what to 
do with the older person who, after a 
little stroke, begins to throw away his 
life savings or turn them over to swin- 
dlers. I remember a banker who, after 
a little stroke, bought a flophouse-type 
of hotel and two run-down farms which 
were 2,000 miles from his home! 

The great difficulty with declaring such 
a man incompetent is that, even though 
he is occasionally too confused at home 
to recognize his daughter, he may be his 
old wide-awake and urbane self in a 
courtroom for half an hour. Then the 
judge will turn angrily on his sons for 
trying to take his business affairs away 
from him. When a parent is at times 
lucid and sensible, his children seldom 
have the heart to accuse him of being 
incompetent to handle his affairs. 

Care of an old mother. Many times 
after a little stroke has crippled her 
mentally, a woman becomes a great prob- 
lem to her children. Even when the fam- 




















ily is wealthy, it may be almost impos- 
sible to do anything for her. She may 
insist on living on alone in the big, old 
family home, and this will worry her 
children. They will fear another stroke 
so crippling that she will be unable to 
reach the telephone. 

Often the children will hire a woman 
to come in every day to care for the 
mother, but this does not usually work 
because the mother promptly fires the 
woman. If a daughter tries to get her 
mother to come and live with her in her 
home, the older woman will not come, or, 
if she does, she may so disrupt the house- 
hold that the husband and children will 
want to move out. 

If the family is poor, the problem is 
likely to be even harder to solve, and, 
in most cases, I fear I am unable to give 
much helpful advice. When the elderly 
parent with a little stroke has a spouse 
able to care for him I usually advise 
the children to allow the parents to stay 
alone in the old home or apartment. 
Generally, the old people prefer this ar- 
rangement. 

Senescent insanity. The occurrence of 
several little strokes over the years may 
result in a patient becoming paranoiac 
or mentally confused so that care in a 
mental hospital is necessary. A senescent 
type of psychosis developed. 

I have seen a few patients who, in a 
depression, were able to stand electro- 
shock treatments and to profit from 
them. Naturally, the nature of the treat- 
ment of such persons must be decided 
on by able psychiatrists. 









What the patient can do for himself. 
The person whose little stroke has left 
him with mental impairment and a 
tendency to irascibility can help himself 
a great deal if he understands the situa- 
tion and has enough good sense left to 
try to control his temper. Because a 
vascular accident in the brain or heart 
can come with a tantrum of temper, I 
ask persons who have had a little stroke 
to avoid conflicts and not to “blow their 
top.” I tell them about the choleric old 
millionaire who one day suddenly 
stopped and roared at an offender, 
“Quick, get the hell out of here, I can’t 
afford to get mad at you.” All patients 
with a tendency to have little strokes 
should know that they cannot afford “to 
get mad” at anyone. 

Often, the man who has lost his job 
or a coveted promotion, because of a 
little stroke, will be less bitter and un- 
happy if he can be shown that he has 
not been discriminated against or treated 
unfairly by his boss—he has just been 
too ill to do his work well. 

Occasionally, the man crippled by a 
little stroke can be persuaded by his 
physician not to turn angrily on his fam- 
ily and disinherit them. He can be made 
to see that they acted unpleasantly to- 
ward him because they did not realize 
that he was mentally ill and not quite 
responsible for his behavior toward them. 
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Difterential diagnosis of organic 


dementias and affective disorders 


in aged patients 


OTTO F. EHRENTHEIL, M.D. 


BEDFORD, MASSACHUSETTS 


@ Many writers have commented on the 
tendency among physicians to regard 
every mental disturbance occurring in 
people over 60 as arteriosclerotic or as 
senile dementia. For example, Boyd and 
Braceland! and Tilkin? pointed out that, 
in so doing, physicians often take a 
fatalistic and passive attitude, thus miss- 
ing the opportune time for active ther- 
apy. 

In this respect, it is interesting to com- 
pare statistics of England with those of 
the United States. In England, the most 
psychiatric diagnosis in the 
aged is that of affective disorders, but in 


common 


the United States, this diagnosis is much 
less common. Roth and Morrissey,? in 
discussing these differences in incidence, 
concluded: “One cannot help wondering 
whether underlying the American figures 
there may not be a much wider inter- 
pretation of senile and arteriosclerotic 
psychosis than can be justified on theo- 
retical and practical grounds.” 

Whether these English writers are cor- 
rect in their opinion is not for me to 
decide; nevertheless, they and the pre- 
viously mentioned American writers 
sound the same warning—namely, that 
one should not assume the organic na- 
ture of a psychosis simply because the 
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cine, Tufts University School of Medicine, Bos 
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The differential diagnosis between 
affective disorders and organic de- 
mentias in the aged is of great impor- 
tance because active therapy can alte) 
successfully the course of the affective 
conditions. A table to aid in the dif- 
ferential diagnosis of affective dis- 
orders, arteriosclerotic brain disease, 
senile dementia, Alzheimer’s disease 
and Pick’s disease is presented. 


psychosis appears in older age. Indeed, 
Roth and Morrissey have pointed out 
that, after five years, most of the patients 
with the diagnosis of an affective dis- 
order are still alive and are often dis- 
charged from the hospital, while most 
patients diagnosed in England as suffer- 
ing from senile dementia are dead afte 
five years. 

Quite a number of articles have been 
published dealing with presenile and 
senile psychoses and the dementias. | 
have summarized in a table the main 
characteristics of arteriosclerotic psycho- 
sis, affective depressive psychosis, senile 
dementia, Alzheimer’s disease, and Pick’s 
disease. This table, as well as this paper, 
is based essentially on the findings of 
various authors**4 and partly on_per- 
sonal experiences. There is much over- 
lapping of signs and symptoms, and, in 
many cases, it will be nearly impossible 
to say whether the patient has an arterio- 
sclerotic dementia, or Alzheimer’s or 
Pick’s disease. I hope, however, that the 














accompanying table will be of help in 
diagnosing some of the more clear-cut 
cases—especially, that it will aid in the 
crucial differential diagnosis between or- 
ganic and affective disorders. 

Comments 
For better clarification of the table, the 
following explanatory remarks seem in 
order: 

1. Cases of involutional melancholia, 
reactive depression, and manic depres- 
sive depression are included under the 
heading of affective depressive psychosis. 
It is often possible to obtain a history 
of previous affective disorders in these 
conditions. ‘The delineation of these so- 
called affective disorders from the or- 
ganic diseases of old age is of utmost 
importance because, in the former con- 
ditions, active therapy is possible and 
the probability of its success is great. 

2. Four disease entities leading to de- 
mentia are compared in the table: senile 
dementia, Alzheimer’s and Pick’s dis- 
eases, and arteriosclerotic psychosis. 
There are, of course, many more dis- 
eases of various etiologies which may re- 
sult in dementia, such as Huntington’s 
chorea (hereditary), general paresis (in- 
fectious), brain tumor (malignant de- 
generation), brain injury (traumatic), 
myxedema (endocrine), chronic bromism 
(toxic), and many others. All these diag- 
noses must be ruled out. However, since 
the diagnoses of affective disorders in an 
old patient, such as arteriosclerotic, se- 
nile, and presenile dementias, are often 
confounded, as emphasized by many 
writers,! 18, 21,23 these conditions are in- 
cluded in the table. 

3. Mental disease from cerebral arterio- 
sclerosis represents the most important 
psychosis resulting from cerebrovascular 
disease. Obviously, the mental picture 
will be similar whether the interference 
with the blood flow, and therefore with 
the nutrition of the brain, results from 
arteriosclerosis, from cerebral thrombo- 





angiitis obliterans, or even from repeated 
embolism caused by a rheumatic process 
on the mitral valves. 


Discussion 
The over-all picture of the aging person 
with loss of security, strength and health, 
sexual attractiveness and power, and 
sometimes the loss of husband or wife, 
forms a general background for many 
diseases of old age.2> The direct time 
relationship of an unhappy event and 
the manifestation of the psychosis is most 
apparent in a reactive depression. It is 
present in 25 per cent of cases of senile 
dementia! and is occasionally found in 
arteriosclerotic dementia. 

The premorbid personality plays an 
important role in the resistance even to 
organic changes in the brain,?° and ex- 
ternal factors, such as the death of a 
near relative, loss of a job, or bodily 
sickness, may suddenly diminish the re- 
sistance or will to fight the disease. ‘These 
circumstances may bring the organic 
mental defect to the fore which, until 
then, was successfully compensated for, 
or consciously disguised. 

The fact that the mental symptoms of 
a patient were precipitated by an un- 
happy event should not, therefore, rule 
out a diagnosis of organic psychosis. One 
may argue that what happened in such 
a case was a superposition of a reactive 
depression upon an organic brain dis- 
ease. This argument is supported by the 
fact that, in some cases of arteriosclerotic 
dementia in which depression and mem- 
ory loss were suddenly aggravated by 
emotional factors, electroshock therapy 
may bring about notable psychiatric im- 
provement without changing the organic 
condition. It should not. be forgotten 
that, even in cases of cerebral arterio- 
sclerosis, psychotherapy and occupation- 
al, therapy can be of great benefit for 
the happiness and functioning of the 
patient. Thus, in many cases of geriatric 
psychoses, we see an interplay of two 
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PATHOLOGY 


AGE OF ONSET 


MODE OF ONSET 


HEREDITARY AND PRECIPITATING 
FACTORS 


SEX DISTRIBUTION 


NEUROLOGIC ABNORMALITIES 


EPILEPTIFORM SEIZURES 


MAIN PSYCHIATRIC SIGN 


PSYCHIATRIC PICTURE 


COURSE 


COMPLICATING EVENTS 


DURATION OF DISEASE AND 
CAUSE OF DEATH 





AFFECTIVE, DEPRESSIVE PSYCHOSES 


Differentia 





ARTERIOSCLEROTIC PSYCHOSIS 





No characteristic anatomic changes. 


At any age. 


Onset is often sudden, clearly defined. 
In reactive depression, stress situation is 
often obvious. 


Three variants: (1) cases with evident 
softenings or hemorrhages; arteries at 
base mostly show patchy or diffuse ar- 
teriosclerotic changes. (2) cases of gran- 
ular or verrucose atrophy. of cortex 
usually associated with similar change 
in cortex of kidney, and with hyper. 
tension while alive. (3) cases with focal 
rarefaction and degeneration of the 
nerve cells (areas of paling) with no 
naked-eye changes of brain or vessels 
apart from slight thinning of cortex. 


Usually hypertension while alive. 





45 to 85, average 66 years. 


Abrupt onset very common, but may be 
gradual. Mental and physical stresses 
less commonly a precipitating factor. 





Menopause, involution. History of at- 
tacks of depression suggests manic de- 
pressive psychosis. 


Tendency to arteriosclerotic disease in 
families, the relative early age of onset 
in many cases suggests that metabolic 
and toxic factors may play a role. 





In younger age group more women; in 
older age group more men. 

Functional disorders of the vegetative 
nervous system common. 





No seizures. 


Emotional depression and mental re- 
tardation but no mental deterioration. 


Marked depression with self-reproach, 
sometimes nihilistic and somatic delu- 
sions, in tune with affective disturbances. 
Motor activity reduced. 


Self-limited, often responsive to shock 
therapy. Occasionally malignant. 


Suicidal attempts. 


Good prognosis, high percentage of 
discharge, good life expectancy. 





Men: women = 3:1 


Signs of local and diffuse damage to 
brain (see text). In pathologic variant 
(1) local signs; in variant (2) diffuse 
damage in the foreground. Isolated im- 
pairment of higher functions: agnosias, 
apraxias, and so on, are possible. 
Apoplectic insults are common. 


Epileptiform seizures are common, also 
syncopal attacks, headache, dizziness. 


Lacunar type of intellectual impairment 
frequent, with relative integrity of per- 
sonality. Fluctuating course downward. 





Memory less impaired than in senile 
psychosis. Confusion often varies sud- 
denly in a day, probably depending 
on changes in blood circulation. Relo- 
tively good preservation of insight with 
depressed feelings and fears. Weakness, 
fatigue, emotional instability with ovt- 
breaks of weeping or laughter. Some: 
times improvements lasting many years. 


Intermittent. 


Coronary artery disease, arteriosclerosis 
of aorta, urinary changes, increased 
NPN. Diabetes. Infections, bed sores. 








One day to sixteen years, average 3h 
years; progress uneven, sometimes 
stormy; improvement common. Death 
from cerebral accident, arteriosclerotic 
heart disease, or infections. 
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Diagnostic Points 





SENILE DEMENTIA 





Shrinking of brain, especially gray sub- 
stance in diffuse symmetric distribution. 
Hydrocephalus. Gliosis. Senile plaques. 
Often atrophy of basal ganglia. De- 
generation of cells with shrinking, de- 
position of lipofuscin in cytoplasm and 
appearance of intra-cellular fibrils. 


Between 60 and 90 years, average 75 
years, 


Insidious, gradual failing in their work. 


Sometimes precipitated by mental or 
physical stress. 





ALZHEIMER’S DISEASE 





Atrophy of cerebral cortex, especially of 


parietal and occipital lobes. Marked 
hydrocephalus. Outfall of cells, particu- 
larly of three outer cortical layers. Se- 
nile plaques and intracellular fibrillar 
degeneration. Same microscopic changes 
as in senile psychosis but more marked 
and earlier. Changes in basal ganglia 
are common. 


Age 50 to 60, average 54. 


Not so sudden as in arteriosclerotic de- 
mentia but more sudden and less 
sidious than in senile dementia. 


in- 


“Multifactorial inheritance’ (Sjoegren). 
Not heredofamilial (Hoff). 





Men: women = 1:3 


Signs mainly of diffuse damage to the 
brain (see text). Tremors, changeable 
muscular rigidity, uncertain gait may be 
observed. 


Usually not. 


Defect of recent memory, disorientation 
in time and space, then increasing de- 
mentia, 


Predominantly ‘negative’ signs: failing 
memory, confusion, disorientation, de- 
teriorated habits, restlessness, hallucina- 
tions. Five different types usually de- 
scribed but no sharp distinction: (1) 
simple deterioration (50% of all cases); 
(2) depressed and agitated type; (3) 
delirious and confused type; (4) pres- 
byophrenic type (confabulations, loquac- 
ity, jovial mood, aimless restlessness); 
(5) paranoid type (intellectual faculties 
better preserved). 


Progressive. 


Signs of old age, arteriosclerosis, infec- 
tions, bed sores. 


Seven months to eleven years, average 
4% years. Death may occur from infec- 
tions, bed sores, cancer. 


Men: 





women—1:1 


Signs of diffuse brain damage (see 
text). Parietal lobe symptoms tend to 
appear earlier and stronger than in 
equivalent stage of Pick’s disease. Ag- 
nosias, apraxias, amnesia, aphasia are 
common. Transient or progressive pa- 
reses, increase in muscle tone and un- 
steady gait, occasional tremor. 


Epileptiform seizures may occur. 


Defect of recent memory, disorientation 


in time and space, then increasing de- 
mentia. 


Predominant early memory disturbance 
with disorientation. Insight frequently 
preserved for long time, causing self- 
embarrassment. Mood characterized by 
irritability. Restless behavior, occasional 
delusions and hallucinations.” 


Progressive. 
Infections, bed sores. 


Duration a few years, about two to 
seven years. Death from physical decline 
or intercurrent disease. 














PICK’S DISEASE 


Massive circumscribed shrinkage en bloc 
of frontal and temporal lobes and in- 
sular region, mostly symmetric. Peculiar 
swelling of nerve cells (ballooning), 
characteristic cytoplasmic inclusions (ar- 
gentophylic bodies), atrophy and reac- 
tive gliosis. Absence of senile plaques, 
Alzheimer, neurofibrillary changes, and 
absence of arteriosclerotic vascular 
lesions. Basal ganglia are rarely af- 
fected. 


40 to 75, average 54. 


Gradual onset. 


Dominant gene of 
trance (Sjoegren). 


incomplete pene- 


1:2 


Men: women = 


Signs of diffuse damage confined to one 
or both frontal and temporal lobes (see 
text). 


Epileptiform attacks are rather rare and 
occur only in later stages but there are 
peculiar attacks of muscular hypotonia. 


Affective changes, impairment of ethical 
and social behavior, then memory de- 
fect and increasing dementia. 


Insight totally lacking, often apathy and 
inattentiveness, no element of depres- 
sion. Confabulations and hallucinations 
are rare. Psychiatric picture varies de- 
pendent on whether frontal or temporal 
lobes are predominantly affected (see 
text). 


Progressive. 


Infections, bed sores. 


Two to eleven years, average five. Death 
occurs from physical decline or inter- 
current disease. 

















factors—the organic brain changes of 
mild, moderate, or severe degree as well 
as the sociopsychologic and personality 
factors. 

Scheinker has described the pathologic 
anatomic changes in the brain caused by 
hypertension,?® °* and Krapf emphasized 
the distinction between hypertensive and 
arteriosclerotic mental illness.1° This dis- 
tinction is of great value clinically and 
Mayer-Gross enumerates these reasons 
why this distinction is still practical:!8 

1. Personality changes of a neurotic 
kind are peculiar to hypertension and 
frequently bring the patient under ob- 
servation long before symptoms of vas- 
cular occlusion appear. 

2. Acute disturbances associated with 
marked rise of blood pressure and with 
vomiting, headache, amaurosis, epilepsy, 
and clouding or coma as their chief 
symptoms—that is, hypertensive encepha- 
lopathy—occur in malignant or gross hy- 
pertension but not in cerebral arterio- 
sclerosis without raised blood pressure. 

3. There are differences between the 
two conditions in prognosis and _ treat- 
ment. 

The possibility of success in treating 
hypertension and its sequelae makes it 
imperative for the physician to distin- 
guish hypertensive encephalopathy from 
cerebral arteriosclerosis. Hypertensive 
encephalopathy is not included in the 
table, however, since there is rarely dif- 
ficulty in distinguishing this disease from 
the five conditions which are described. 
The features listed by Mayer-Gross, the 
relatively younger age of the patients, 
together with other findings in malig- 
nant and severe hypertension, will help 
to establish the diagnosis. In cases of 
severe hypertension, one should look for 
pheochromocytoma and for unilateral 
kidney disease, which are amenable to 
surgery. If these conditions are not found 
and are ruled out, one may try to alter 
the course of hypertension by the various 
hypotensive drugs. 
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SENILE DEMENTIA AND ALZHEIMER'S DISEASE 


Senile dementia and Alzheimer’s disease 
appear in the table as different disease 
entities. However, a close inspection 
shows that the difference lies only in the 
greater severity and earlier onset of 
symptoms in Alzheimer’s disease as com- 
pared to senile dementia. The pathologic 
anatomy in these two conditions and 
the histologic picture found in “normal” 
old brains are essentially the same and 
distinguished only in degree—that is, 
slight changes in normal old_ brains, 
eveater changes in senile dementia, and 
ereatest in Alzheimer’s disease.!® How- 
ever, this statement must not be taken 
too literally, for there is no clear-cut 
parallelism between the degree of ana- 
tomic changes and the degree of psychi- 
atric disturbances.?* 

Newton proposes to drop the names 
Alzheimer’s disease and senile dementia 
and to condense the two into one entity 
called Alzheimer’s dementia. The fact 
that the progress of the disease is more 
severe and more accelerated when onset 
comes early in life is analogous to the 
facts that (1) diabetes is more severe 
when it occurs at an early age, and that 
(2) a breast cancer occuring in a young 
woman is usually much more malignant 
than one in a woman past 70. 

In senile dementia, the body and the 
behavior of the patient appear to age 
simultaneously. In Alzheimer’s disease, 
the body appears comparatively young, 
while brain and behavior are failing. 
The patient’s awareness of his mental 
impairment is better in the initial stages 
of Alzheimer’s disease than in the first 
phases of senile dementia or normal se- 
nility because of the sudden appearance 
of the symptoms in Alzheimer’s disease. 
According to Newton: “In normal senility 
the process is such a slow one, the mental 
deterioration is so gradual that the pa- 
tient himself never realizes that there is 
any change, until he becomes so con- 

















fused mentally that he is no longer ca- 
pable of appreciating it.” 


COMBINATION OF DISEASES 


A combination of two degenerative men- 
tal diseases of old age may be possible. 
Occasionally, a patient with senile de- 
mentia may also show signs of cerebral 
arteriosclerosis. However, this is by no 
means the rule. Quite often, autopsy re- 
veals an atrophic, shrunken, pigmented 
old brain of senile dementia with soft, 
thin-walled, normal appearing arteries 
and with no signs of arteriosclerotic 
softening. Diagnosis of a combination of 
Alzheimer’s disease and senile dementia 
appears to be senseless, for, as I have 
pointed out, these two conditions are 
probably the same disease process dis- 
tinguished only by the earlier onset and 
severer course of the Alzheimer variety. 
The exact role of heredity in the de- 
mentias is still undetermined. However, 
since we assume that even the length of 
individual life is genetically determined, 
we can also assume that heredity plays 
a part in those forms of dementia which 
seem to be expressions of premature 
aging. Discussion of Sjégren’s opinion 
that Pick’s disease is hereditary by a 
dominant gene of incomplete penetrance, 
while Alzheimer’s disease is the result 
of multifactorial inheritance, is beyond 
the scope of this paper. 
LOCAL AND DIFFUSE BRAIN DAMAGE 
We can distinguish two types of organic 
brain damage—local and diffuse—not 
only by pathology but also by the clinical 
signs. Memory, judgment, orientation, 
and similar psychologic categories are 
not attributes of special parts of the 
brain, but of the brain as a whole, and 
their general loss indicates a disturbance 


of the brain as a whole. Examples of 


local brain damage are the isolated true 
paralysis of one side of the body or of 
one limb, a specific aphasia, and a corti- 


cal blindness. ‘They depend, of course, 





on the localization and will help in de- 
termining the topography of the lesion. 

The distinction between a local lesion 
and diffuse brain damage is further com- 
plicated by the fact that abnormal ac- 
tivity, such as can be detected by the 
electroencephalogram, may be generated 
by an isolated lesion but may spread over 
the whole brain. ‘Thus, an anatomically 
isolated lesion may resemble a diffuse 
malfunction of the brain. ‘The distinc- 
tion between an isolated lesion and dif- 
fuse brain damage is sometimes more 
difficult than inplicd in textbooks. 

The description of the pathology, as 
given in the first row of the table, indi- 
cates that mixtures of local and diffuse 
brain damage are present in all the four 
organic dementias discussed in the table. 
Thus, one has to expect that local and 
diffuse signs will also be present clini- 
cally. From the pathologic findings, one 
would expect to see more signs of local 
damage in arteriosclerotic brain disease 
than in the other three. 

Signs of diffuse damage confined to 
one or both frontal and temporal 
lobes are characteristics of Pick’s disease. 
The signs of frontal lobe damage are 
now becoming very familiar because they 
are shown in a mild degree by patients 
after prefrontal lobotomies. A change in 
personality takes place and affective 
blunting appears. The patient either 
loses all liveliness in thought and _be- 
havior and grows inert, apathetic, lack- 
ing all spontaneity, or he becomes fool- 
ish, fatuous, and jocular.!§ 

For distinguishing a brain tumor in 
the frontal region from Pick’s disease, 
air Studies will often be necessary and 
will make the diagnosis. The focal signs 
of disturbances of the temporal lobe dif- 
fer according to whether the deep fibers 
are involved in addition to the cortex. 
As we are concerned mostly with damage 
to the cortex, the deep fiber damage will 
not be discussed. The signs resulting 
from generalized temporal cortical atro- 
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phy can be divided into three categories: 

1. Disorders of affect combined with 
ethical and moral deterioration. Many 
patients indulge in bouts of alcoholism, 
sexual adventures, or theft, which may 
bring them to the attention of the 
police.1§ 

2. Speech defects, amnesia, or sensory 
aphasia. ‘These occur in about two-thirds 
of cases of Pick’s disease, but are some- 
than in Alzheimer’s 
disease. ‘The patient has difficulty in find- 


what less common 
ing the names of objects and seeks to 
explain himself by means of periphrasis. 
This use of wrong words may be pro- 
nounced, and sentences may not be com- 
posed properly. Finally, the speech de- 
teriorates to an incoherent jargon. A 
meaningless repetition of words or sen- 
tences is highly characteristic.18 °8 

3. Varieties of agnosias and apraxias. 
\ccording to Wilson: “Though the 
hands and arms move restlessly, the pa- 
tient may be incapable of performing 
even a simple act as desired and unable 





to copy anything done by the exam- 
iner.’’*8 At a late period, the “intellectual 
activity fades away, emotional expression 
dries up; silent and inert, the patient is 
gradually reduced to a vegetative exist- 
ence.” 

In the end stages, all the forms of 
organic dementia will present almost the 
same clinical picture. 

Epilepsy is the name for a low thresh- 
old to seizures, and brain damage of any 
sort lowers this threshold. Epileptic sei 
zures will not occur in affective disor- 
ders, as these are not connected with 
anatomic brain damage. Fits are un- 
usual but may occur in senile dementia. 
They are rare in the early stages, but 
less rare in the later stages of Pick’s 
disease. They are more common in Alz- 
heimer’s, and still more common in ar- 
teriosclerotic brain disease. 

Electroencephalography helps greatly 
in diagnosis and localization of organic 
brain disease processes and in differen- 
tiating them from affective disorders. 
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Tissue changes in old age 


Similarities and differences in man 


and laboratory animals 


WARREN ANDREW, Ph.D., M.D. 


WINSTON-SALEM, NORTH CAROLINA 


@ The subject of this paper is primarily 
factual. We are concerned here not with 
the question as to which histologic 
changes seen in old persons and old 
specimens of laboratory animals are 
caused by the “process of aging”’ per se 
and which by “pathological” processes, 
but rather with a simple comparison of 
the changes found generally in old indi- 
viduals, human or animal. 

While this approach simplifies our 
theme and enables us to avoid philo- 
sophical speculation, it also compels us 
to hew rather closely to our own observa- 
tions or to those in the literature which 
are of such a nature as to merit full 
confidence. However, the increasing in- 
terest in gerontologic research and our 
own opportunities for study of pedigreed 
animals have furnished a fairly ample 
source of material for such a comparison. 


Similarities of Tissue Changes 
Let us consider first, some of the simz- 
larities in the morphologic aspects of 
aging in man and laboratory animals. A 
complicating factor in such a comparison 
is the great difference in life span. A 
mouse is old at 2 years, a rat at 3 years, 
a guinea pig at 6 or 7 years, while man 
is not “senile” in many cases until 70, 80, 
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Age changes in man and laboratory 
animals show many interesting simi- 
larities. The general nature of such 
changes is primary degeneration of 
parenchyma with secondary replace- 
ment by adtpose or fibrous connective 
tissue. Also interesting are some of 
the differences, particularly in rela- 
tion to the cardiovascular system. 
Comparison of age changes in tissues 
of man and lower animals may teach 
us much concerning the fundamental 


nature of the processes involved. 


or more years have passed. This differ- 
ence in longevity, however, is not as 
much of a complication as might first 
appear. In fact, our first definite similar- 
ity concerning man and various labora 
tory animals may be said to consist in 
this: organs which show changes in old 
age present them at a time which, in 
relation to the total life span, is roughly 
parallel in the different species. It has 
been our conclusion, and that of many 
other workers, that it is proper to com- 
pare organs of a 2-year-old mouse with 
those of a 53-year-old rat, a 7-year-old 
guinea pig, or a 70- or 80-year-old man. 
This we do not believe could have been 
assumed a priori but it has been so well 
substantiated by observations that we 
are apt to forget that it is not a self- 
evident fact. 
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FIG. 1. Giant cell of Betz from the motor cortex 
of a 78-year-old woman. Although considerable 
variations in the aspect of nerve cells may be 
seen in individuals of the same chronologic age, 
there seems to be a general tendency in senility 
for decrease in amount of Nissl material, ac 
cumulation of pigment, and increase in number 
of satellite cells. Cresyl violet stain. X720. 





FIG. U. Giant nucleus in the liver of a 733-day 


old male mouse of the C57 black strain. Nuclear 
alterations of this type are seen in old age in 
man, rat, and mouse. H. & E. X 1352. 
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CHANGED APPEARANCE AND LOSS OF CELLS 
In both laboratory animals and in man, 
long-lived or perennial cells tend to 
change in appearance in old age (figure 
I). The accumulation of pigment in 
specific areas in the nervous system where 
it is entirely or almost entirely lacking in 
young individuals is a well-known phe- 
nomenon.'* Various types of actual fatty 
degeneration of nerve cells#® with ex- 
treme vacuolization and eventual death 
occur in both man and animals. Hyper- 
plasia of satellite cells about the cell 
body of the neurone is a common phe- 
nomenon in some parts of the nervous 
system in old age in man and animals.** 
There is considerable evidence of a loss 
of nerve cells in old age in the rat,® 
guinea-pig,’ and man.!? 

Change in aspects of cells and cell loss 
are not confined to the nervous system. 
Large portions of the major glands are 
lost frequently by fatty degeneration or 
other processes in old age both in man 
and animals.'*-15 Such loss appears to be 
especially prominent in the salivary 
glands. 


\ MITOSIS 

Change in aspect of scattered individual 
cells and, to some extent, of the organ 
as a whole is more prominent in some 
organs, such as the liver, than is loss of 
cells'®. 17 (figure II). In organs in which 
great cell loss occurs, regions of relative- 
ly intact parenchyma may show aberra- 
tions of individual cells. Large, aberrant 
cells with a tendency to amitotic division 
have been described as oncocytes and 
have been demonstrated in salivary 
glands,'*° pancreas, oviduct, thyroid, 
hypophysis, and, questionably, in liver 
and testis.2! It has not been determined 
whether the “oncocyte” is really a specific 
cell type or simply a manifestation of 
the greater tendency to variation of in- 
dividual cells in senile tissues. We have 
suggested that amitosis, as shown in 
figure III, may be a means of self-preser- 








vation for cells in senile tissues, since the 
binucleate condition resulting would 
present a greater area of nucleocytoplas- 
mic interface.22 Such amitosis in old age 
has been seen not only in glandular tis- 
sue but, in rats and mice, even among 
some types of nerve cells. 


REPLACEMENT OF CELLS—FIBROSIS 


With loss or atrophy of the “essential” 
cells, there is, in many organs, a replace- 
ment or filling in with a more inert type 
of tissue, which is usually a densely fi- 
brous connective tissue or adipose tissue. 
This aspect of change in senile organs 
is often so conspicuous that some pathol- 
ogists have felt that “fibrosis” is the most 
characteristic change of old age (figure 
IV). Frequently a description of the 
process is so given that one receives the 
impression that the inert tissue is 
“smothering” the parenchyma of the or- 
gan by its overgrowth, and, therefore, the 
fibrosis itself is the primary factor. Our 
own observations have led us to believe 
that the fibrosis is generally a secondary 
phenomenon and that changes beginning 
in the parenchyma are primary. In a 
number of organs in laboratory animals, 
parenchymal changes are seen where 
fibrosis is lacking or minimal in amount. 
In other organs in which fibrosis is prom- 
inent in parts of the organ, as in the 
thyroid gland of aged mice, the paren- 
chyma often shows changes in those 
parts where fibrous overgrowth has not 
yet occurred. It may be that fibrosis, 
once initiated, hastens the parenchymal 
changes through alteration of the blood 
supply or in some other way. 


HYPERPLASIA 


Of much interest is the tendency to pro- 
liferation found in a number of organs 
of man and laboratory animals in the 
senile period. The glandular organs are 
particularly involved. The areas of pro- 
liferation range from small nests of cells 
up to true “tumors.” Korenchevsky, Ben- 
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FIG. 1. Amitotic division of the nucleus of a 
hepatic cell in a 717-day-old male mouse of the 
C57 black strain. We have not seen mitosis in 
the livers of senile mice but figures such as this 
can be found quite easily. H. & E. X 1352. 





FIG. 1v. A. Thyroid gland of a 213-day-old female 
mouse of the C57 black strain. Follicles are filled 
with colloid and there is little interstitial con 
nective tissue. H. & E. X 142. 





B. Thyroid gland of a 794-day-old male mouse 
of the C57 black strain. Follicles vary consider 
ably in appearance and in colloid content. A 
dense fibrous tissue occupies large areas of the 
section. H. & E. X 142. 
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FIG. v. Pancreas of an 8o00-day-old female gray 
Norway Wistar rate, showing tendency to pro- 


liferation of cells of the intralobular ducts, with 
their clear ovoid nuclei. H. & E. X 1352. 





FIG. vi. Pancreas of the same animal as in figure 
V, showing a group of “locules”—cavities lined 
by a very flattened epithelium derived from the 
E. X 138. 


intralobular duct epithelium. H. & 


jamin, and Paris found hyperplasia of 
bile ducts in the livers of about 18 per 
cent of their untreated senile rats.2* Simi- 
lar hyperplasia was seen by Korenchev- 
sky and Paris in the thyroid gland, to 
the extent of the presence of small adeno- 
mata,** and Yeakel found hyperplasia in 
the adrenal medulla in old rats.%5 
Recently the tendency to hyperplasia 
and neoplastic change in old age in 
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many of the organs—ovaries, testes, liver, 
and adrenals—of the golden hamster has 
been reported.?6 

In one of our own earlier studies, it 
was possible for us to make an interest- 
ing extension from a laboratory animal, 
the rat, to aid in the interpretation of 
some features of the senile human pan- 
creas.*7 Of frequent occurrence within 
the lobules of the pancreas of older per- 
sons are spheroid or ovoid cavities, occa- 
sionally containing an eosinophilic ma- 
terial. ‘hese apparently are generally 
passed off as individual adipose cells 
when seen in routine pathologic studies. 
However, a metaplasia of the interlobu- 
lar ducts—a change of the simple col- 
umnar to a stratified squamous type— 
occurs in older persons, and, with this, 
some tendency to a proliferation of the 
cells of the intralobular ducts. In Wistar 
Institute rats, and particularly in the 
gray Norway strain, we found a greatly 
enhanced tendency to such proliferation 
(figures V and VI). Here the intense pro- 
liferaticn leads on to formation of “‘loc- 
ules”—cystlike spaces lined with squa- 
mous epithelium and containing keratin. 
Finally, even the lining epithelium is 
lost. From observing this process in the 
gray Norway rat, we were able to inter- 
pret the spaces in the human pancreas 
as locules arising by a similar, although 
less intense, process (figure VII). 


ECTOPIC LYMPHOID TISSUE 


Another type of histologic phenome- 
non occurring frequently in old age in 
man and in laboratory animals is the 
consistent appearance of ectopic 
lymphoid tissue in the liver, kidney, and 
salivary glands, and in other organs to 
a lesser extent. Such tissue generally is 
found along the course of blood vessels, 
either arteries or veins (figure VIII). 
When present in small quantities, it may 
be mistaken for simple collections of 
wandering cells which are transitory in 
nature. However, closer study generally 











FIG. vil. Pancreas of an 81-year-old man, who 
died from ruptured aneurysm of the aorta. Sev- 
eral single locules are seen readily at this magni- 
fication. The reasons for assigning to them the 
same origin as those seen in the rat pancreas are 
given in the text. H. & E. X 138. 


reveals a definite organization of the 
mass of cells, the presence of fibroblasts 
and reticular fibers and, within the cell 
population, occurrence of types, such as 
lymphoblasts and macrophages, which 
can scarcely be regarded as migrants 
from the blood stream. The significance 
of such ectopic lymphoid tissue remains 
unexplained but, taken in conjunction 
with the extensive old-age changes found 
in lymphoid tissue in general,?5 it seems 
deserving of careful investigation. 

We believe that the similarities in tis- 
sue changes in old age in man and lab- 
oratory animals which we have described 
in this brief article rest upon a firm 
basis. The nature of these changes, 
whether caused by “normal” aging or 
by certain “pathologic” conditions oc- 
curring in the senile period both in man 
and animals, remains to be elucidated. 


Differences in Tissue Changes 


The differences in age changes in tissues 
in man and laboratory animals appear 
to be in two main categories. The first 
difference concerns the degree of arterio- 














sclerotic change and the second, the tend- 
ency for replacement of the essential 
cells of an organ by more inert tissues. 
DEGREE OF ARTERIOSCLEROTIC CHANGE 
The tendency toward arteriosclerotic 
change is far less in some animals, as in 
the rat, than in the human species. ‘The 
difference in this regard seems of par- 
ticular interest in an organ such as the 
kidney, in which a great portion of the 
senile picture in man is attributed to 
arteriosclerotic change.*® The fact that 
such an organ shows definite senile 
change in the parenchyma even though 
changes in the arterial wall are slight is 
brought out in a recent study on the 
kidney of the rat.8° Comparison of vari- 
ous organs in old age in species which 
show varying degrees of change in the 
vascular system should be of much in- 
terest in showing how important a role 
such change plays in the alterations of 
other tissues which occur in old age. 


REPLACEMENT BY MORE INERT TISSUE 


The second important category of old- 
age tissue changes which are different in 





FIG. vil. Ectopic lymphoid tissue forming a defi 
nite nodule in contact with a sublobular vein in 
the liver of a 719-day-old male mouse. H. & E. 
X 390. 
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man and in various laboratory animals 
concerns the tendency to replace the es- 
sential tissue of an organ by more inert 
tissue. This difference is prominent when 
the lymph nodes in the rat and in man 
are compared.*!32 In the rat, the loss 
of lymphoid tissue leads to the presence 
of large, fluid-filled cavities; in the 
human being, adipose tissue and, occa- 
sionally, fibrous tissue replace the lost 
lymphoid tissue. I believe that this type 
of difference in age change seems to indi- 
cate once more that the primary altera- 
tion is in the parenchyma and that the 
fibrosis or other substitution process is 
of secondary nature. 

We have not by any means exhausted 





the comparisons which can be made, on 
the basis of present knowledge, of old- 
age tissue changes in man and those in 
laboratory animals. We hope, however, 
that the comparisons made here will help 
to demonstrate what a fruitful and stim- 
ulating field is to be found in such 
studies. 

The conclusions which we have been 
able to reach show the presence of nu- 
merous and interesting changes in old 
age in man and animals, indicate that 
the pattern of change often is similar in 
rather widely differing species, and raise 
intriguing questions as to the significance 
of the differences in tissue changes in old 
age in different species of animals. 
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Clinical study of the reactions 


of the individual to his own age 


CHARLOTTE BUHLER, Ph.D. 


LOS ANGELES 


# It is surprising that, in the greatly 
increasing gerontologic literature, little 
attention is paid to the subjective ex- 
perience of age. Most literature is con- 
cerned with objective factors of health, 
ability, occupation, and so on. The rea- 
son lies in the importance of these prac- 
tical considerations by which older peo- 
ple are helped to more meaningful and 
more successful living. 

The existing studies of subjective re- 
actions to age use mostly questionnaire 
and, occasionally, interview methods. 
There are few clinical studies designed 
for the purpose of understanding the 
aging individual’s reaction to himself 
and his life as a whole. 

For a fuller appraisal of the role that 
age plays in the individual’s goal-setting, 
I wish to cite from clinical case studies 
in order to provide a more deeply pene- 
trating approach. The material which is 
used in this paper was obtained during 
psychotherapy with individuals and with 
groups. Most of the statements were 
spontaneous and occurred in the context 
of other self-evaluating observations that 
a patient made during the course of any 
session. Some of the material was ob- 
tained in group therapy discussions 
which were occasionally devoted to the 
problems of age. Furthermore, a number 
of interviews were conducted with well- 
adjusted persons to provide material for 
comparison. 


CHARLOTTE BUHLER is assistant clinical professor 
of psychiatry, University of Southern California 
School of Medicine. 


A person’s subjective reaction to his 
own age is determined by various fac- 
tors. A realistic reaction is an impor- 
tant part of the reality awareness of 
the emotionally healthy person, but 
the neurotic person always has dif- 
ficulties in this direction. Examples 
of sound self-evaluation are compared 
with reactions of neurotic persons 
who feel too old or too young for 
their age. 


The Anxiety of Age 
For the clinician, the subjective experi- 
ence of age is of great interest, because 
the feeling of being too old or too young 
for certain tasks of life reflects important 
emotional pressures at all age levels. 

There are, of course, adequate self- 
evaluations among such reactions of feel- 
ing too old, too young, or just the right 
age for something. But most of the time, 
the people who dwell on being too old 
or too young indirectly express feelings 
of inadequacy, anxiety, and unhappiness. 

For instance, if 12-year-old Lisa tells 
the therapist that she is not interested 
in the sex talk among some of the girls 
in her class because they are too young 
to concern themselves with these things, 
and that in due time she will learn what 
she needs to know, she expresses anxiety 
connected with the topic of sex, which 
she does not yet feel up to facing. Or if 
the 22-year-old Mrs. B. says during ther- 
apy that she feels 100 years old, and that 
life is too short and too futile to become 
interested in many things, she gives neu- 
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rotic expression to her general unhappi- 
ness, which makes her feel old. 

L. W. Jones, in his study on “Person- 
ality and Age,” states that complaints of 
becoming old were registered from age 
18 to age 82. Obviously, he surveyed a 
population in which neurotic and emo- 
tionally healthy persons were not dif- 
ferentiated. Consequently, the figure of 
19 years, which he quotes as the average 
age when people begin to feel that they 
are getting old, might not stand up if 
groups were clinically separated. 

Tuckman! and Lorge? found that vir- 
tually all subjects under 30 classified 
themselves as young, and that only one 
below 69 classified himself as old. This 
would indicate the use of quite a dif- 
ferent population than that surveyed by 
Jones. The old-age feelings of neurotic 
young people are not represented in this 
group. One might speculate that Lorge’s 
survey of 1954 represents a change of 
feeling about old age as compared with 
Tuckman’s survey conducted in 1935. 
One might also speculate on the differ- 
ence of old age feelings in an American 
as compared with an English group. 

Self-Evaluation 
\ person’s subjective reaction to his age 
is obviously determined by a number of 
contributing factors, the most important 
of which are: chronologic age, biologic 
age, health, culture, and whole psycho- 
logic outlook on his life. 

A realistic appraisal of and realistic 
reaction to individual age are important 
aspects of the reality awareness of the 
emotionally healthy person. The neu- 
rotic person, on the other hand, often 
has difficulties in this direction. 

\n example of sound self-evaluation is 
found in Mrs. S., a well-adjusted, 50-year- 
old woman, who gave the following an- 
swers to some interview questions: 

Do you feel too old or too young? 


I think I feel the way I should feel for my 


age. 


Q: 
A: 
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Q: Are you too old to change? 

A: I feel I am still capable of change, if there 
is a necessity for such change. 

Q: Do you feel this is a good age to change? 

A: As good as any age. 

Q: How do you relate your ability to your age? 

A: I feel my ability is good for my age. I still 


have the ability to learn, even though not as 
easily as when I was younger. I feel this abil- 
ity has been increased through experience. 

Q: Do you feel that you live toward a climax, 

or has it already passed? 

A: I feel the climax of my life as a still-growing 
individual is still ahead. As a wife and 
mother, I feel this climax is behind me. 

: Does your life have continuity? 

Yes. 

: Did you feel yourself aging suddenly? 

I think about three times in my life I have 

experienced this feeling. The first time was 

after my first experience of sexual inter- 
course—I felt I had suddenly grown up. The 
second time was following the end of World 

War II. I suddenly realized that four years 

were gone, and that when I went to take up 

my life again, I was four years older. The 
third time was when, after twenty years, we 
left Canada to live in California. Due to the 
resulting disorientation, I suddenly felt older. 

How do you feel about old age? 

I feel that since it is inevitable, one should 

accept it as gracefully as possible. I don’t 

look forward to it with any dread. I also 
imagine, by that time, it will be good to rest. 

Q: Is life long enough to do all the things you 

want to do? 

A: No, 

Q: Do you enjoy living even though you have 

problems? 

\: Yes. Partly just because there are problems. 

Q: Do you live more in present, past, or future? 

Equally in all three. 


~ 
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This woman’s statement regarding het 
ability to change and to learn is proved 
by the fact that, shortly before the inter- 
view, she had successfully taken up a 
new career and had reviewed her per- 
sonal philosophy of life. 


Attitude Toward Major 

Psychologic Changes 
The individual’s experience of his own 
age assumes great importance in respect 
to major changes of personality, or ways 
of living. In all age groups, certain types 
of neurotic people declare themselves 











too old to change, although the inability 
to consider major changes increases ob- 
jectively with age. This applies particu- 
larly to such personality changes as re- 
quired in psychotherapy, but also to 
major changes in ways of living, occupa- 
tion, marriage, and so on. 

My own studies of 80 clinical psycho- 
therapy cases show that refusal of, or 
defense against, true personality changes 
on grounds of age occurs in 80 per cent 
of subjects from 60 to 70; in 64 per cent 
of those from 50 to 59; in 40 per cent 
of those from 40 to 49; in 10 per cent of 
those from 30 to 39; and in none of the 
subjects from 20 to 29. Rejection of other 
major changes of ways of living, such as 
marriage, divorce, and change of occupa- 
tion or domicile, stated on grounds of 
age, occurred in 80 per cent of the 60 
to 70 year old group, in 43 per cent of 
the 50 to 59 year group, in 43 per cent 
of the 40 to 49 year group, in 10 per cent 
of those between 30 and 39; and in 16 
per cent of the 20 to 29 year group. 

This clinical material represents a 
group of neurotic persons of various 
types and degrees of predicaments, but 
who are all functioning in society. The 
17 women and 33 men in this group 
would all be participants in an unselect- 
ed survey. If compared with the well- 
adjusted control group, the members of 
this neurotic group show a greater tend- 
ency to be irrationally disturbed by old- 
age feelings at earlier periods of life. 
This tendency results from the discour- 
aging experiences and difficulties of life, 
which at times may cause even the emo- 
tionally healthy person to feel prema- 
turely old. However, the healthy person 
will overcome these feelings more quick- 
ly by resourcefulness and determination 
to work himself out of his depression. 

These characteristic attitudes are illus- 
trated in the following case histories. 


Mrs. S., some of whose interview answers were 
previously reported, mentions a period around 
her fortieth year when she felt “absolutely an- 








cient.” She analyzed her old-age feelings as the 
result of the discouraging situation in a com 
pletely new and different place in which her 
husband, but not she, could continue a previous 
career. She felt this way for about three years, 
then decided to start on a new career and return 
to school for further education. 


Mrs. I., on the other hand, displayed, at the 
same age and in the same predicament, pseu 
domenopausal symptoms and depressed feelings 
about age which only psychotherapy helped to 
combat successfully. Her problems centered 
around her marriage, which she realized more 
and more was based on an essentially unsatisfac- 
tory relationship. She was unable to face a sec- 
ond divorce and the necessity of starting over 
again after she considered her life settled in a 
definite relationship and in work that she and 
her husband had started as a joint enterprise. 


Another 39-year-old woman, Mrs. R., repre 
sented a similar problem. She felt old, that her 
life had come to a standstill, that she had no 
future, and that she could not consider remar- 
riage. She felt that nothing awaited her but an 
early end, and wished that it were over soon. 
She hated her life, herself, and most people. She 
found relief only in her job, in which she ex 
celled. She was cashier at a bank, enjoyed work- 
ing with figures, and liked her work because it 
did not involve her in social relationships. 


In the two latter cases, the premature 
feeling of old age changed completely in 
the course of psychotherapy, which 
opened new possibilities of life for the 
two women. 

People with rigid personalities may 
find it impossible to change their out- 
look on life, even at the comparatively 
young age of 40 to 50 years. To avoid 
such change, they refuse to enter deeper 
into the same psychotherapy they origin- 
ally sought when they believed they 
wanted to become different. ‘Those per- 
sons. who feel incapable of renewing 
themselves will usually leave psycho- 
therapy prematurely, or else go from one 
therapist to another in the hope of get- 
ting some miracle cure without painful 
implication of themselves. 


Premature Biologic Aging 
The old-age feelings of persons who are 
prematurely old biologically do not 
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show the same relationship to disap- 
pointments and psychologic history as 
seen in the previous cases. As an ex- 
ample, consider the case of 46-year-old 
Mr. T., whose early decline could not 
be related to physical or mental illness. 


Mr. T. lived a quiet and apparently satisfactory 
life as a grocer in a small town. He always got 
along well with his wife and his grown children 
did fairly well for themselves. Nevertheless, he 
had been completely disinterested in things for 
the past one or two years and felt he was old 
and that his life was at an end. Medical findings 
were all negative. Mr. T. did not seem to suffer 
from disappointments or conflicts, but appeared 
to have aged biologically and psychologically far 
beyond his years. 


Problems of Prolonged Youthfulness 
In neurotic persons, inadequate age feel- 
ings may turn in the opposite direction. 
Considering his actual potential, a per- 
son may feel too young, biologically and 
psychologically. He may express this in- 
adequacy in his need to hang on to more 
youthful interests and activities, as shown 
in the following examples. 


“T feel too damn 
Mrs. K., 
considerably. She likes to 
person still capable of starting all over again, 
but commits the mistake of mixing with a crowd 
entirely too young for her. 


young,” says a 50-year-old 
messed up her life 
think of herself as a 


widow, who has 


Q 


Mr. N. 32-year-old 
plete dependence upon a 
kept him at an extremely 
emotional level and in 


capable of mixing with people his own age. He 


i a bachelor whose com 
domineering, over 
protective mother 
sexual 


immature and 


thought of himself as an adolescent still pre 
paring for a career of which he was not sure, 
and felt best in an adolescent crowd whose ideas 
and outlook he shared. He spoke of himself as 
one of them, and only through psychotherapy 
did he come to the realization that 


think of himself as a man and become settled. 


he should 


Unwillingness to retire and leave his business 
to his son and his younger associates has caused 
a number of problems for Mr. R. He is 65, and 
his rather outmoded business methods exasperate 
his younger associates. Mr. R. used to insist that 
he was as young in body and spirit as any of his 
colleagues. When he felt that he was bypassed, 
and that his ideas were often rejected, he began 
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to drown his resentment in alcohol, and a serious 
maladjustment developed. 


Age and Achievement 


An interesting phenomenon, in respect 
to subjective age experiences, is that 
many persons consider certain ages as 
milestones. They feel that at such and 
such an age, they should have accom- 
plished certain things. 

“Recently I was 30,” says a young artist, Mr. 
B. “I felt, for my age, I had not done what I 
wanted.” 

“For a long time, I have been telling myself 
that my best years are still ahead of me,” says 
Mr. L. in a group discussion on age, “but, upon 
approaching 50, I said to myself that I have 
been kidding myself. I realize I am middle-aged, 
and I have not accomplished anything as I 
should have.” 


Feeling of Timeliness 
One of the signs of well-adjusted living 
is to feel that things happen at what the 
subjects call, “the right time.” Among 
the well-adjusted control cases in this 
interview series are two persons—a 
mother of 86 and her daughter of 62— 
who both feel that their lives have been 
essentially fulfilled and that things came 
for them mostly at “the right time.” 

This concept of “the right time” seems 
to be determined by the same syndrome 
of chronologic, biologic, and cultural 
factors, which underlies all subjective 
experiences of age. The right time tor 
marrying, for having a family, for settling 
in an occupation and a home, and for 
reaping the harvest of one’s life and 
work, may fluctuate within rather wide 
margins, but, in the healthy individual, 
this right time is largely determined by 
the biologic growth and decline curve, 
as well as by the organization of life in 
a particular society and culture. 

Direction Changes 
The subjective experience of a change 
of direction that has already happened, 
or that the person should decide upon, 








may occur under very different circum- course, is the basis of the increasing gen- 
stances, only one of which is age or aging. eral interest in occupations and activities 
© ” . o rT age or Dd. 

“I noticed around 30,” says the previously of the older age has ‘aed ‘ : 
quoted Mr. B., “that younger people began to Che study of the subjective experience 
bore me, and that I was no longer interested in of age adds important information to 
my former circle of young people. objective data. The individual’s fitness 

“A couple of years ago,” said the previously and social integration depend equally on 
quoted 39-year-old Mrs. R., who suffered from subjective and objective factors. 
feelings of old age, “I decided that I was wear- Z 
ing clothes that were too young for me, and I z 


should change that.” : 
y Presented at the second annual meeting of the 


The subjective experience of being old = Vester Gerontological Society, April 1956. 
and due for retirement has, in our own 


time and culture, been pushed far ahead REFERENCES 

into later years, and is hardly congruent i JONES, LW: Personality and age. Nature 136: 779- 
with the traditional retirement regula- 9. tice J, and 1. LoRGE: Classification of the self 
tions of many organizations. This, of = Oe! ere ee ee 534-536, 


IN OLD AGE, neuralgia is more likely to follow herpes zoster, and chronic 
pain lasts longer than in middle-age and youth. ‘Trigeminal infection 
has the worst outlook. Complications in the acute phase are more 
severe, and residual pain is relatively frequent. Sight of the involved 
eye may be totally lost. 

Herpes zoster is generally self-limited. Neuralgia usually improves, 
but, in rare cases, becomes stationary or progressive. ‘he natural course 
of acute and chronic stages is very slightly affected by such popular 
treatment as acetylsalicylic acid, autohemotherapy, and roentgen ther- 
apy. Even such drastic surgery as avulsion of the nerve, rhizotomy, and 
lobotomy commonly fails. To relieve postherpetic neuralgia, roentgen 
therapy, cobra venom, Pituitrin, Protamide, and vitamins B, and By». 
are widely used. 

Records of 916 patients at the Mayo Clinic were reviewed by age 
groups. About 91 per cent of the subjects 70 or over had postherpetic 
neuralgia, in contrast to 17 per cent under the age of 20. Pain lasted 
more than a year in nearly half the group, with sixteen years the 
longest interval. 
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Management of postphlebitic syndrome 


Dynamic pathologic physiology and medical therapy 


EUGENE J. CHESROW, M.D., 
SIGMUND S. WINTON, M.D., 
and R. TAHER QURESHI, M.D. 


OAK FOREST, ILLINOIS 


@ Numerous reports on the medical and 
surgical management of the stasis ulcer 
have appeared during the past three 
centuries. The fact that so many methods 
of treatment have been proposed sug- 
gests that none has proved completely 
successful. This chronic disease is as- 
suming great importance because of the 
physical disability, misery, and socio- 
economic reversion it imposes upon those 
afflicted. The man hours lost to industry 
and the cost of medical care are inesti- 
mable. 

The importance of adequate therapy 
is attested by the facts that (1) 10 to 17 
per cent of the population has developed 
varicose veins;! (2) surgical procedures 
for stripping of incompetent veins do 
not prevent stasis edema of the legs;? 
(3) a significantly high percentage of 
cases with stasis edema will eventually 
develop skin ulceration;* and (4) there 
is no simple method of preventing re- 
currences of the ulcer, once healed. 

In most instances, investigative clini- 
cal work has emphasized only single as- 
pects of the pathogenesis of venous in- 
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In a group of 30 patients with post- 
phlebitic syndrome, medical man- 
agement was based upon the path- 
ologic physiology of this disease. 
The essential therapeutic features 
were: enzymic debridement, topical 
hydrocortisone and Terramycin, and 
efficient elastic support of the af- 
fected limb. All ulcers under five 
years’ duration healed completely; 
those over five years healed slowly. 


sufficiency complicated by the stasis 
ulcer, rather than considering all ab- 
normal factors collectively. Consequent- 
ly, each worker interested in this field 
has stressed one particular facet of the 
therapeutic problem. Thus, among the 
more popular managements have been: 
(1) bed rest with leg elevations; (2) 
Unna’s paste boot; (3) antibiotics, local 
and systemic; (4) antibiotics and hya- 
luronidase;* (5) debridement agents;° 
(6) vein stripping; (7) vein stripping with 
resection of the ulcer bed and the deep 
subcutaneous fibrosis followed by skin 
erafting;® and (8) numerous ointments. 
In the present investigation, an at- 
tempt was made to study various funda- 
mental dynamic factors of the pathologic 
mechanism in the development of the 
stasis ulcer. A method of management 
was formulated which aimed at suppress- 

















ing the inflammatory mechanism, aiding 
in the restoration of biochemical equi- 
librium of the skin, promoting regenera- 
tion of the ulcers, and 
applying supportive measures to the 
affected leg. 


tissue over 


Clinical Material 
Thirty patients with stasis ulcer, all of 
them ambulatory, were employed for 
this study at Oak Forest Infirmary. Since 
this institution has an average popula- 
tion of 2,500 patients and those with 
leg ulcer must report to the outpatient 
department for treatment, it would ap- 
pear that the present group comprised 
about 1.2 per cent of the total aged resi- 
dents developing complications of stasis 
edema. ‘There means of 
mating the number of patients at the 
infirmary who had uncomplicated ve- 
nous insufficiency. Ages of the patients 
ranged from 54 to 87 


was no esti- 


years, with an 
average of 68 years. There were 5 women 
and 25 men (table 1). 

The diagnosis of iliofemoral throm- 
bosis in each of the 25 cases was obtained 
from the hospital clinical records, some 
dating twenty or more Onset 
of the thrombotic episode, with swelling 
of the leg, pain in the groin, tenderness 


years. 


of the femoral vein, and prominence of 
superficial veins, and the subsequent 
course of each case were characteristic 
of this disease. In the 5 remaining cases, 
the onset of deep thrombophlebitis was 
vague. The diagnosis in these cases was 
made from the history of development 
of stasis edema, followed by dermatitis, 
and final formation of an ulcer in the 
region of the medial malleolus. ‘This 
type of ulcer was differentiated from 
other commonly occurring ulcers of the 
lower extremity’—namely, hypertensive 
ischemic ulcer, chronic occlusive arterial 
ulcer, syphilitic ulcer, chronic pernio, 
and dermatologic conditions with ulcera- 
tion. 


The size of the ulcers varied from 5 








TABLE 1 


DISTRIBUTION OF SEX AND DURATION OF ULCER 


(30 cases) 





Number 


of cases Males Females Duration of ulcer 
14 12 2 1 week to 6 months 
4 1 ] 6 months to | year 
5 3 2 1 to 5 years 
5 5 0 5 to 10 years 
{ 4 0 10 to 20 years 





square centimeters in area to lesions in- 
volving the entire loss of skin around 
the ankle and extending for 4 inches 
upward on the leg. ‘There was some cor- 
relation between size and duration of 
the ulcer; usually early ulcers were small 
and shallow. Five ulcers of more than 
five years’ duration were small in area 
but deep and fibrotic. The depth and 
thickness of the scar at the base cor- 
related strictly with the age of the ulcer. 
There appeared to be no correlation be- 
tween the secondary skin manifestations 
and the age of the ulcer. The distribu- 
tion of secondary skin complications is 


shown in table 2. 


Laboratory Findings 


Smears from the ulcer craters were cul- 
tured and stained by standard proce 
dures. In 50 per cent of the cases, the 
ulcer base was completely covered with 
a thick, grayish, purulent, and necrotic 
material having an offensive odor. In 


TABLE 2 
DISTRIBUTION OF SKIN COMPLICATIONS 


(30 cases) 





Pigmentation 70%, 
Stasis eczema 50%, 
Dermatitis (acute, chronic) 90%, 
Indurated cellulitis 40%, 
Secondary lymphedema 10% 
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FIG. 1. A group of thick-walled capillaries. The 
endotheliocytes are distinctly hypertrophic. A 
perivascular round-cell cuffing is evident. (X430) 





FIG. 1. Edge of chronic ulcer (not treated) show- 
ing an arteriole surrounded by several capillaries. 
Vessel walls are thickened with a delicate peri- 


vascular reticular network. The intervascular tis 
sue is composed of thick collagenous fibers. 


(X430) 


another 20 per cent, bacteriologic mate- 
rial was removed from small, isolated 
pools of pus in the scar recesses of the 
fibrotic ulcers. Although no purulent 
material was visible in the remainder of 
the ulcers, culture nevertheless revealed 
microbial activity. Biopsy samples were 
obtained from each ulcer before and 
after treatment. The tissue sample con- 
sisted of a triangular specimen taken 
from the lesion to include a portion of 
the ulcer base and intact skin of the 
ulcer edge. 

The common organisms found on cul- 
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ture of the smears taken from the ulcer 
base were as follows: alpha and_ beta 
hemolytic streptococci, Staphylococcus 
aureus, Proteus vulgaris, Escherichia coli, 
Proteus mirabilis, Candida albicans, and 
Alcaligenes fecalis. 

The pertinent findings in the sections 
through the base of the untreated ulcer 
depended largely upon the age of the 
lesion. In the sections of the early stage 
of ulceration, the epidermis was com- 
pletely absent and replaced by necrotic 
debris, pus cells, and microorganisms. 
The dermis showed marked activation 
and hyperplasia of the reticuloendo- 
thelial cells, variable granulocytic infil- 
tration, and edema of the ground sub- 
stance. The lymphatic spaces were wide, 
and capillaries were dilated, thinned, 
and lined by hypertrophied endothelial 
cells. This was in noticeable contrast to 
the chronic ulcer in which thickened 
capillaries were predominant. 

The essential features noted in the 
chronic ulcer tissue were these numerous 
thickened capillaries with an extensive 
round-cell cuffing of each vessel (figures 
I to IV). The wall of the thickened 
capillary appeared to be made up of a 
thick, dense reticular network. Whether 
this dense hyperplastic reticulum is part 
of the capillary wall or a condensation 
of reticular fibers derived from the der- 
mis was difficult to determine. Only 
three sections of the chronic ulcers 
showed thickened arterioles. ‘There was 
only moderate edema. The reactive retic- 
ular hyperplasia noted in the acute phase 
of the ulcer was replaced by dense col- 
lagenous fibers. 

Sections taken of the skin of the healed 
ulcer revealed several interesting fea- 
tures. The epidermis was thicker than 
normal and disclosed moderate hyper- 
keratosis, acanthosis, and parakeratosis. 
The edema of the dermis was absent 
and the collagen appeared condensed. 
There were no changes noted in the 
capillaries or arterioles. 











Rationale of Medical Management 


The management was directed primarily 
toward the healing of the ulcer and 
keeping it healed. It was quite apparent 
at the outset of this study that merely 
covering the ulcer with skin does not 
solve the stasis ulcer problem, since the 
basic pathophysiologic process remains— 
that is, the stasis edema caused by the 
diseased deep venous channels. Under 
such circumstances, the healed ulcer may 
suffer breakdown at any time. Clinical 
experience has emphasized the funda- 
mental importance of restoring an efh- 
cient venous circulation of the lower 
extremity as an insurance against recur- 
rence of the ulcer. Radical surgical strip- 
ping of deep and superficial veins 
achieves only removal of pathologic ve- 
nous channels, but does not restore nor- 
mal venous circulation. Thus, stasis ede- 
ma and subsequent ulceration may occur 
at any time unless the residual venous 
circulation is aided by some elastic sup- 
port.8 2,8 

Many ambulatory patients with mod- 
erate venous insufficiency and stasis ede- 
ma may escape skin complications if 
reasonable care of the affected limb is 
exercised. It was believed that, with the 
present old-age group of patients who 
had lived with their leg disability for 
many years and who were strongly op- 
posed to surgical intervention, many 
could probably be treated on a medical 
regimen, once the ulcer had healed. 

The steps employed toward healing 
of the ulcers were: (1) removal of ne- 
crotic tissue, (2) reducing infection to a 
minimum, (3) reducing fibroplasia of the 
ulcer base, (4) decreasing local intercel- 
lular edema, and (5) reducing cellular 
necrosis by decreasing local tissue hyper- 
sensitivity to bacterial toxins. 

These patients were treated on an am- 
bulatory basis since, in preliminary trials, 
they resisted restriction to bed care with 
leg elevation. Securing a clean ulcer base 








FIG. U1. Derma of chronic ulcer. There is a di- 
lated and rather thick-walled venule. The capil- 
laries show also thickened walls with hyperplasia 
of reticular fibers. The surrounding tissue is 
made up of dense homogeneous collagenous 
fibers. (X430) 





FIG. Iv. Section through the edge of healing ulcer. 
The epithelium shows signs of acanthosis and 
the derma is fibroplastic. Numerous thick-walled 
capillaries are seen and there is a moderate 
round-cell infiltration. (X100) 


free of all necrotic material was accom- 
plished by the use of enzymic debriding 
agents. The infection of the ulcer and 
surrounding tissue was controlled by an- 
tibiotics both locally (Terramycin) and 
orally (Tetracyn-SF). For suppression of 
the inflammatory reaction, dermatitis, 
fibroplasia, local tissue edema, and local 
necrobiosis caused by bacterial sensitiza- 
tion, hydrocortisone was used locally. 

The detailed steps in the management 
were as follows: 

1. All treated patients were placed on 
oral antibiotics (Tetracyn-SF, 1 capsule 
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i Was 


FIG. Vv. a. Postphlebitic 


woman. Moderate fibrosis, necrosis, and dermatitis. b. 





ulcer of eight months’ duration in 69-year-old 


Same ulcer follow 


ing eight weeks’ treatment with enzymic debridement, antibiotics and 


Terra-Cortril. 


four times daily) until the pus disap- 
peared from the ulcer. At the same time, 
those ulcers showing gross necrotic ma- 
terial were treated with crystalline Tryp- 
tar dispensed from a salt shaker. Applica- 
tions were made every half hour for two 
to eight hours, depending upon the 
amount of debris at the ulcer base. 

2. Following this preliminary treat- 
ment, an ointment containing a mixture 
of Terramycin and hydrocortisone (Ter- 
ra-Cortril) was applied once daily to the 
ulcer and surrounding tissue showing 
The 


covered with Vaseline-gauze strips, fol- 


dermatitis. entire area was then 
lowed by dry sterile dressings and an 
adequate elastic Ace bandage. Efficient 
bandaging was found to be very impor- 
tant. The bandaging extended 
from the base of the toes, included the 
heel, and reached to just below the knee. 


In this old-age group with poor arterial 


elastic 


supply in the lower extremities, care 
taken to tight 
bandaging. The patient was encouraged 
to walk in order to assist venous circula- 
tion. 

The rate and extent of healing of the 
stasis ulcer depended upon its duration, 


was avoid excessively 
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size, and degree of fibrosis. In 14 cases 
in which the ulcer had lasted less than 
six months, and in which it was shallow 
in depth and with minimal fibrosis, heal- 
ing was complete within eight weeks 
(figure V). Six of these ulcers healed in 
one week. Two ulcers, which had existed 
six months to one year, healed within 
fourteen months. Five ulcers with age 
limit from one to five years, with mod- 
erate fibrosis, healed within thirty weeks 
(figure VI). 

The remaining 9 ulcers had a dura- 
than five years, and in 
these, healing was only moderate. The 
the ulcer became thickened, 
rolled, and hyperemic, while the central 
portion remained deep and densely 
fibrotic (figure VII). 

In 10 additional patients, not included 


tion of more 


edges of 


in the present series, who had only an 
extensive itchy dermatitis over the low- 


er third of the edematous leg, but no 
ulceration, Terra-Cortril treatment re- 
lieved the dermatitis and itch within 


several davs. This nonulcerated group 
was treated likewise with firm elastic 
support to the extremities and did not 
show any skin complications during the 








FIG. Vi. a. Postphlebilic ulcer of five years’ duration in 68-year-old man. 
Moderate necrosis, purulent material, and dermatitis. b. same ulcer follow 





ing four months’ treatment with debridement agents, antibiotics and 


Terra-Cortril. 


course of a year, while this investigative 
work was in progress. 

Several important features were noted 
with this treatment: (1) night pains from 
the ulcer or surrounding area were com- 
pletely abolished, obviating use of anal- 
gesics; (2) dermatitis was reduced or com- 
pletely abolished; (3) stasis eczema was 
reduced in degree; (4) infection of the 
ulcer was controlled; and (5) the patient 
remained ambulatory. Of the many fac- 
tors important to the healing process, 
the presence of an adequate arterial 
blood supply is paramount. The 9 ulcers 
which healed poorly were in patients 
over 68 years of age, many of whom had 
occlusive arterial disease. 

Discussion 
The for adequate 
ment of the stasis ulcer must 
upon an 


rationale manage- 
be based 


understanding of the basic 


pathologic physiology involved. How- 
ever, there is still considerable contro- 
versy in the medical literature regarding 
the essential etiologic factors of the path- 
ologic process. ‘There is general agree- 
ment that deep venous hypertension in 





the lower extremities following iliofem- 
oral thrombosis produces the subcu- 
taneous and intracellular edema around 
the ankle. Primary varicosities of the 
long saphenous vein rarely cause ulcera- 
tion of the lower third of the leg, for 
many patients with prominent tortuous 
varicosities extending from the groin to 
the foot demonstrate mobile, 
healthy skin over the edematous area.®: 1° 

The dominant anatomic alteration of 
the deep venous channels of the lower 
extremity that sets off the pathologic 
chain reaction is the destruction of the 
bicuspid valves of the deep venous sys- 
tem. These valves, together with the leg 
muscles and fascia, form a_ peripheral 
“venous heart” which propels the blood 
upward. The importance of these valves 
has been demonstrated by many work- 
ers.1412,6 They showed that, following 
thrombophlebitis, recanalization of the 
vein occurs and that destruction of the 
valves ensues during this process of re- 
pair. The end result is a valveless tube 
instead of a functioning vein. Conse- 
quently, the impairment of one impor- 
tant component of the “venous heart” 


soft, 
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FIG. vil. a. Postphlebitic ulcer of twelve years’ duration in 70-year-old man, 
showing necrosis, purulent material, and deep scarred ulcer base. b. Cen- 





tral area of ulcer with deep fibrosis remained after nine months of 


treatment. 


leads to venous failure with subsequent 
backward pressure, which is transmitted 
downward along the deep venous system 
and subsequently to the superficial sys- 
tem of veins by way of the communi- 
cating veins at the medial aspect of the 
lower third of the leg. In time, the reflux 
venous pressure causes dilatation of the 
long saphenous vein followed by second- 
ary varicosities. Measurements of venous 
pressure about the ankle have demon- 
strated pronounced venous hypertension 
even with exercise.!*}® It is conceivable 
that the forces initiating infiltration of 
fluid into the interstitial tissue must 
indeed be considerable. 

Some of the older views! !> explained 
the ulceration of the edematous skin as 
being caused by tissue ischemia resulting 
from thickened or spastic interstitial 
arterioles and venules. However, Kulwin 
and Hines! unable to show a 
correlation between the histopathologic 


were 


changes of the interstitial vessels and 
ulceration. In the present study, only 3 
ulcers of long standing revealed thick- 
ened arterioles. It would appear that 
tissue ischemia probably plays a minor 
role in the genesis of the stasis ulcer. 
Inquiry into the past history of the 
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individual cases of the present group 
revealed that stasis edema had persisted 
for months in some and for years in 
others before appearance of ulceration. 
Following some minor trauma, such as 
bumping the involved leg or scratching 
the edematous area, cellulitis or derma- 
titis set in. Shortly after the appearance 
of this inflammatory process, a shallow 
ulcer became visible over the trauma- 
tized area in a matter of days. 
Bacteriologic studies of these early 
ulcers, despite the absence of visible pus, 
yielded on culture a heavy growth ol 
saprophytes and nonpathogenic organ- 
isms. ‘his low-grade inflammatory re- 
action initiates a progressive process ol 
cellular necrosis extending the ulcer in 
width and depth. In time, the fibro- 
plasia develops into a thick scar at the 
base of the ulcer. ‘The role played by 
the invading organisms in sensitizing the 
ulcer tissue to bacterial antigens with 
subsequent necrotization is probably 
more significant than is usually con- 
sidered. Recent studies of the delayed 
type of allergic inflammation in response 
to various bacterial antigens indicate 
such possibilities.'7 Furthermore, healed 
ulcers may still retain a pronounced sen- 

















sitivity to previous bacterial antigens 
and become susceptible to reinfection 
and recurrent breakdown, as suggested 
by a recent study utilizing nucleopro- 
tein derived from hemolytic  strepto- 
cocci.18 

Skin manifestations usually compli- 
cating postphlebitic edema and _ ulcera- 
tion were noted in the present series of 
cases. About 70 per cent of the ulcers 
showed a coppery pigmentation of the 
skin surrounding the lesion, and, in some 
cases, this color surrounded the major 
part of the leg and ankle. There ap- 
peared to be no relationship between the 
intensity or extent of the pigmentation 
and degree of subcutaneous edema. This 
abnormal discoloration is caused by 
hemosiderin which is produced by extra- 
vasated blood from ruptured skin capil- 
laries under extreme hydrostatic pres- 
sure. Fifty per cent of the patients pre- 
sented an extensive eczema involving the 
ankle or entire leg. In some, it was dry 
and scaling and in others vesicular and 





exudative. The etiologic factors involved 
in the genesis of this eczema are not 
clear. There is some suggestion that this 
might be caused by an autosensitization 
reaction.1® About one-half of the pa- 
tients who had stasis edema for five 
years or longer had brawny induration 
of the skin, usually involving about 75 
per cent of the leg and ankle. Since 
edema fluid contains a high protein con- 
centration, it is believed that this sets 
up a low-grade inflammatory process 
stimulating fibroplasia and perilym- 
phatic fibrosis.?° 
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QUERIES AND THERAPEUTIC NOTES 


Treatment of 


menopausal symptoms 


ROBERT B. GREENBLATT, M.D. 


AUGUSTA, GEORGIA 


Q, What is the menopause? 


A. The menopause is the period in a 
woman’s life when decline in balanced 
ovarian function is accompanied by ces- 
menstrual flow. It is another 
rung in the ladder in a woman’s progres- 
sion through life. It is the climacteric. 
She steps from the stage of reproductivity 
into the period of “middle life,” free 
from the responsibilities, the stresses, the 


sation of 


hazards and trials associated with child- 
birth. Actually, declining ovarian func- 
tion is a safeguard, but the loss of hor- 
monal support may bring on a train of 
symptoms. These symptoms may result 
from autonomic nervous system imbal- 
ance (hot flashes, sweats, palpitations, 
spasms, formication), from psychogenic 
disturbances (insomnia, crying spells, de- 
pression, apprehension, nervousness), 
and from metabolic disorders (atrophic 
vulvovaginitis, urinary bladder dysfunc- 
tion, ostecvorosis, myalgias, and cata- 
bolic phenomena). 


ROBERT B. GREENBLATT is professor of endocrinol 
ogy, Medical College of Georgia, and special 
consultant to the Office of the Surgeon General, 
U.S. Army, Public Health Service, and Veterans 
Administration. 
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Q, Is treatment required in the meno- 
pause? 


A. Many women experience very little 
discomfort in passing through the meno- 
pause. For them, treatment is not neces- 
sary. Other women experience such se- 
vere symptoms that some form of therapy 
is advisable to ameliorate the distress- 
ing condition in which they find them- 
selves. ‘There are many physicians who 
feel that the menopause is a physiologic 
process and that therapy is not indicated. 
To be consistent, these physicians should 
not attempt to alleviate the pain of child- 
birth either, since it too is a physiologic 
process. There are other physicians who 
believe that encouragement, sympathy, 
and a thorough explanation of the meno- 
pause are all that a patient needs, and 
that therapeutic measures merely serve 
to prolong the menopause. That this is 
not a realistic approach is borne out by 
the fact that many women have been 
encountered in hot flashes have 
persisted for ten years or longer, even 
though therapy had never been insti- 
tuted. Moreover, the occurrence of hot 
flashes is but one aspect of the meno- 
pause. What about marked irascibility, 


whom 








constant apprehension, moods of depres- 
sion, and nervousness of all description? 
Must one wait for involutional melan- 
cholia to set in before taking action? 
And for women in the postmenopausal 
period, should senile vaginitis and pruri- 
tus vulvae go unattended until leuko- 
plakia appears, or osteoporosis remain 
untreated until collapsed vertebrae oc- 
cur? 


Q, What is the rationale of therapy in 
the menopause? 


A, In prescribing treatment, there are 
many aspects of the menopause to be 
considered. 

1. The psychogenic or “hypothalamic” 
factor may be treated with tranquilizing 
agents, and at times with stimulants, or 
combinations of both. To this end, such 
tranquilizers as reserpine (Serpasil), me- 
probamate (Equanil), azacyclonal (Fren- 
quel), chlorpromazine (Thorazine), and 
promazine (Sparine) have been used to 
advantage. When depression is a factor, 
stimulating agents such as dextro-am- 
phetamine sulfate (Dexedrine) and 
methyl-phenidate hydrochloride (Ritalin) 
are valuable alone or in combination 
with tranquilizing agents. 

2. The autonomic imbalance may be 
treated with autonomic depressant drugs 
such as Bellergal (phenobarbital, ergota- 
mine tartrate, and belladonna alkaloids). 
This preparation alone is often not suff- 
cient to completely allay all symptoms, 
and the addition of estrogens is necessary 
to assuage the symptoms of flashes and 
sweats. 

3. The metabolic disorders are of nec- 
essity best treated by gonadal steroid ther- 
apy. Estrogens locally are recommended 
for senile vaginitis and pruritus vulvae; 
estrogens or androgens for frequency, 





nocturia, and some forms of inconti- 
nence; and combinations of estrogens 
and androgens for osteoporosis, myalgias, 
and some forms of arthritides. 


Q. How is hormonal therapy best em- 
ployed? 


A, The hormone chiefly used in man- 
agement of the menopause is estrogen. 
Androgens in small doses (nonmascu- 
linizing) are frequently added to lessen 
the tendency to bleeding, breast turgid- 
ity, and pelvic congestion. Androgens are 
more anabolic than estrogen and give 
the patient more zest and also help in 
enhancing or restoring libido. Usually, 
a few injections of a long-acting estrogen 
or estrogen-androgen mixture are given 
intramuscularly at weekly to ten-day in- 
tervals until symptoms are brought un- 
der control. Oral medication is then 
substituted and administered in descend- 
ing dosages over a period of about six 
months and longer when deemed neces- 
sary. When prolonged therapy is re- 
quired and the inconvenience of injec- 
tions and oral medication is a factor, it 
has proved expedient to implant sub- 
cutaneously one or more pure steroid 
pellets of estrogen and/or androgen. The 
effectiveness of the pellets usually lasts 
about six months, and it has been noted 
that many patients prefer this form of 
treatment. When local therapy is indi- 
cated, estrogenic ointments and/or vagi- 
nal suppositories may be employed. Oint- 
ments of hydrocortisone alone and in 
combination with estrogens have also 
been found of much value in treatment 
of menopausal pruritus vulvae and of 
immeasurable value in moderating the 
discomfort of kraurosis vulvae. 


From the Department of Endocrinology, Medical 
College of Georgia, Augusta. 
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Geriatrician finds club 
an Rx for boredom 


@ In our writing on subjects related to 
geriatrics, perhaps we have dwelt over- 
much upon the ravages of disease and 
decay that so harass, perturb, and restrict 
our older people. We forget that a sturdy 
percentage carry on with vigor and that, 
even when bodily curtailments abound, 
there is a wonderful residuum of mental 
alertness. 

There are problems other than medi- 
cal involved in retirement—this sudden 
departure from interests and work that 
have become so much a part of the in- 
dividual’s life and personality. Many per- 
sons have told me “You will never be 
contented if you move to any retirement 
zone just to get away from Minnesota 
winters; you will be bored to death.” It 
is upon this matter of boredom that I 
wish to give some personal comment, for 
of the type 
who, by force of 


I feel so much an examp!? 
of intensive worker 
circumstances and incentive, has invited 
and assumed heavy responsibilities. 
This is my third winter spent in the 
delightful environs of Santa Barbara, a 
community that has attained world-wide 
fame as a desirable place for retirement 
retirement chosen voluntarily, or be- 


EDWARD L. TUOHY, an associate editor of Geriatrics, 
practiced internal medicine at the Duluth Clinic 
until moving to Santa Barbara three years ago. 
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Editorial 


cause of the trend of all businessmen to 
choose 65 as the age to strike off and 
call it a day. 

I wish to tell you something about 
Santa Barbara’s “Retired Business and 
Professional Men’s Club” with which I 
was most fortunate to make an early af- 
filiation. This club was formed some 
fifteen years ago with an initial member- 
ship of 30, which has since grown to 
about 250. The contacts which I have 
been able to make, and those in relation 
thereto, growing out of association with 
the men who have made the club so out- 
standing, have taken from me any vestige 
of ennui that my associates assumed 
would be my lot. I grant at once that 
the membership of this particular group 
is somewhat unusual in that the largest 
single subgrouping is made up of men 
retired from large corporations, banks, 
and industrial enterprises. The next 
largest coterie represents members of the 
armed forces and the associated civil and 
diplomatic services. There follows an as- 
sortment of lawyers, doctors, dentists, 
architects, newspapermen, and ministers. 

‘Fwo meetings are held each month, 
and, since California is the present cross- 
roads of militant and exuberant 
land, there is never any lack of speakers, 
fresh from almost any area of the globe. 
The Montecito Country Club provides 
the excellent cuisine for the noonday 
meetings, and parking space is more than 
adequate. Golfing and card room facil- 
ities abound, but both of these diversions 


our 














I prefer to postpone for my older age. 
About four meetings yearly are given 
over to a ladies’ night, and let no one 
assume that for these meetings the pro- 
grams revolve solely about the finer arts 
or fashion reviews. The ladies, if any- 
thing, are more militant than their con- 
sorts and their trenchering has come to 
that subdued participation that age and 
refinement confer upon those who have 
wisely parceled out their vitality into 
that delightful period when the abridge- 
ments of geriatrics become a_ bequest 
rather than a visitation. 

A thousand avenues of interest are at 
hand for those who look for them and 
search out fellowship among others of 
like temperament and sympathies. Such 
clubs as we have here in Santa Barbara 
have their counterparts throughout the 
land. The facilities employed here for 
maintenance of a series of informative 
talks or lectures—the limit is thirty min- 
utes with or without slides—are such that 
they could be duplicated anywhere if a 
individuals get behind the effort 
and push it along. Within our profes- 
sional societies and luncheon clubs there 
are scores of efficient leaders, retired from 
active pursuits, ready to put into practice 
our dictum for the later years: “Plan 
your older age less on the matter of re- 
tiring from your work, than into fields 
of personal and community furtherance, 
based upon the principle that no one 
ever completes his education.” 


lew 


Edward L. Tuohy, M.D. 





Geriatric gypsies 


@ Commander M. G. Tennyson, USN 
retired, writes me that for the past five 
years he and his wife have been traveling 
around the country in a trailer. He says, 
“Do you know that there are over a 
million of us doing this? Some of us have 
two trailers: a big one to live in in our 
favorite spot, and a little one to travel 
about in. We’re tired of being slaves to 
housekeeping, to a lawn and a garden; 
and we're fed up with having our chil- 
dren telling us ‘don’t do this and don’t 
do that’.” “Here in Palm Springs we are 
surrounded by thousands of these trailer 
folk. We are all wintering here. We 
write, we paint pictures, we try our 
hands at sculpture and making jewelry, 
we play shuffleboard and scrabble, we 
dance, we show slides of pictures taken 
on our travels, and we do a lot of talk- 
ing.” 

“Now, after much traveling, we never 
go anywhere that we don’t meet some- 
one we have met before.” “Many of these 
people have had a coronary attack or a 
stroke, but they are living long, perhaps 
because they now are taking good care 
of themselves. If necessary they can get 
help from one of the eight physicians 
who are in this court where I am.” “I 
think moving about and getting new in- 
terests and new friends greatly helps us 
retired folk. We feel now that we 
really living.” 


WALTER C. ALVAREZ, M.D. 
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All books intended for review and all correspond- 
ence relating to this department should be sent 
to Book Editor, certaTrics, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 


Carcinoma of the Breast: The Study 
and Treatment of the Patient 

ANDREW G. JESSIMAN, M.D., and FRANCIS D. MOORE, 

M.D., 1956. Boston: Little, Brown and Com- 

pany. 135 pages. $4.00. 

In this small, well-written book representing the 
authors’ experiences in study and treatment of 
patients with carcinoma of the breast, they pre- 
sent a novel approach to a very old problem. 
They emphasize that accurate surgery, accurate 
endocrinology, and accurate radiology are all 
equally essential in obtaining the cure or pallia- 
tive results made available to the patient by 
recent advances in clinical science. 

Their purpose in this book is to review the 
present work in this field, and, in 
particular, they evaluate: 

1. The “McWhirter controversy” over local treat- 
ment: radical surgery versus simple mastectomy 
combined with intensive radiology. 

2. The use of calcium 
endocrine assays as study 


status of 


and 
devices to define the 
endocrine responsiveness of the tumor and to 
select proper treatment. 

3. The recognition of ovarian cortical stromal 
hyperplasia in postmenopausal women as a fre- 


urinary excretion 


quent endocrine setting for the disease. 

4. The relative uses of estrogen, androgen, and 
cortisone in study and treatment. 

5. Use of adrenalectomy and hypophysectomy in 
operative management. 

This reviewer is not in complete agreement 
with certain statements and phrases that appear 
throughout the book. The term “estrogen stimu- 
lated tumor” carries too many implications, and 
perhaps the preferable term would be “estrogen 
dependent tumor.” Another point is that it is 
not quite certain that stromal hyperplasia in 
the postmenopausal ovary is as clear-cut an en- 
tity as the authors suggest, and, when it is 
present, it may be more of an expression of 
pituitary stimulation than of estrogen production. 

The incidence of carcinoma of the breast in 
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men being treated with massive doses of estrogen 
for prostatic cancer is very low. When it does 
occur, some doubt exists as to whether the 
lesions are primary breast cancer or are meta- 
static lesions from the prostate. Then again, the 
incidence of multiple malignancy in some pa- 
tients cannot be overlooked, and the same causa- 
tive factor which promoted the prostatic cancer 
may predispose the patient to breast cancer. 

One of the illustrations points out that corti- 
sone administration inhibits gonadotropin pro 
duction. It is the experience of many workers 
in this field that cortisone inhibits ACTH, but 
that, in physiologic doses of 50 to 100 mg. pe 
day, it may incite the release of gonadotropin. 

On page 53, the subcutaneous implantation 
of testosterone propionate pellets is recommend 
ed. I feel that these are a valuable weapon in 
the therapeutic armamentarium; however, in 
the United States, only free testosterone pellets 
are available, and it would be of interest to 
know where testosterone propionate pellets may 
be obtained. 

X-ray castration of the ovaries is not as effec- 
tive a procedure as it is made to appear. Many 
times, after attempted castration by x-ray ther 
apy, estrogen activity is still apparent. 

Finally, one of the most pertinent conclusions 
one reaches after reading this book is similar to 
that of Nathanson and Kelly—that “there is in 
creasing evidence that the pituitary may affect 
breast carcinoma directly without the _ inter- 
mediacy of steroid hormones.” 

Much may be learned from the reading of this 
text. The important information compressed into 
this small volume is worthy of study by every 
physician interested in breast carcinoma. 

ROBERT B. GREENBLATT, M.D. 
Augusta, Georgia 


You and Your Operation 

BEN JAMIN R. REITER, M.D., 1957. New York: The 

Macmillan Company. 145 pages. $3.50. 

Chis slim, attractive book is addressed to the 
patient about to have an operation. Thus, Dr. 
Reiter joins the growing list of qualified experts 
who are able to enlighten a lay person on a 
medical topic—in this case one that has sudden 
ly ‘become of burning personal interest to the 
stricken patient. Every surgeon and _ general 
practitioner should first read this volume just 
for the numerous pointers offered. He should 
also have a volume available for lending to the 
patient or recommend that it be bought or bor 
rowed from the library. This would save a lot 
of time all around. 

The language is crisp, nontechnical, and un 
mistakably clear. The question-and-answer meth 
od, which is used extensively, makes particularly 

(Continued on page 40A) 
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Book Reviews 
(Continued from page 456) 


smooth reading. The two-page chapter on “Why 





an Operation?” is a model of concise presenta 
tion. Similarly, other chapters on “The Anes 
thetic,” “The Fearsome Five,” and “Cancer,” to 
name several, are excellent reading for all of us. 

The first chapter, “The Origins of Surgery,” 
is the longest. In an effort to cover a vast field, 
Dr. Reiter skeletonizes the story to a mere 
catalogue of names and facts and does not offer 
much to the reader who is anxious to under- 
stand what is about to happen to him specifical- 
ly. I would suggest reducing it to a mere two 
pages or so outlining the birth of aseptic sur 
gery. Alternatively, the chapter could be shifted 
into a second part and expanded to 50 pages o1 
more to give the reader some dessert after his 
personal questions had been answered. An his 
toric excursion then might be enjoyed. 

4 couple of diagrams are rather scantily 
labeled when the reader audience is considered. 
For example, in diagram A on page 88, it is 
difficult to determine if the little black speck is 
really the gallbladder peeking from under the 
also unlabeled liver. Similarly, on page 115, the 
mitotic figures are not labeled and the lay 
reader is left to guess as to just why the sketch 
indicates a cancer. 


TO RESTORE 
HABIT TIME 
OF BOWEL 
MOVEMENT 


Also, if one wants to be captious, one might 
ask why the plug for novocaine on page 27 and 
a similar ad for Pentothal on page 32? Is the 
matron about to undergo a hysterectomy pant 
ing for this information? 

On the whole, however, this book is to be 
highly commended. A vast clinical experience 
has been distilled into a solidly practical ap 
proach to the ever delicate surgeon-patient rela 
tionship. The suggestions for even further im 
provements to be attained in future editions in 
no way detract from its high readability and 
timeliness. The doctor himself could use it for 
pointers of what to say, when, and how. 

ARNOLD LIEBERMAN, M.D. 
Elmhurst, New York 


The Evolution of Human Nature 
C. J. HERRICK, 1956. Austin, Texas: University 
of ‘Texas Press. $7.50. 
Chis is a splendid summation and integration 
of the result of sixty years of research in neurol- 
ogy, general biology, and animal behavior by 
one of the great neurologists and humanists of 
America. It’s the sort of book that a philosophi- 
cally inclined neurologist will want to read. 
WALTER C. ALVAREZ, M.D. 
Chicago, Illinois 
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Statistically Controlled Evaluation of Three 
Methods of Management of Upper Gastro- 
intestinal Bleeding: A Progress Report 

TANAKA, C. 
YOUNG. Gastroenter- 


I. F, ENQUIST, K. FE. KARLSON, A. M. 
DENNIS, S. FIERST, and L. A. 
ology 33: 619-627, 1957. 

Death from ulcer bleeding does not occur when 
bleeding is insufficient to lower the circulating 
red-cell mass 60 per cent of normal or less. Al- 
though not infallible, the bromsulfalein test is 
most helpful in determining hemorrhage from 
esophageal varices secondary to alteration of the 
liver. When the gastric aspirate contains no gross 
blood, the determination of free acid without 
histamine or alcohol stimulation has not been 
totally accurate as a screening test for peptic 
ulcer. Consequently, the absence of free acid 
should not deter therapy in these patients as 
hemorrhage can occur from gas- 
tritis, superficial erosions, or antral prolapse as 


exanguinating 





well as from peptic ulcerations. 

The optimal method of managing massive 
uppel bleeding has not been 
clearly demonstrated because of lack of uniform 
criteria for evaluation of data. To eliminate these 
objections, standard sets of criteria were adopted 
before accepting patients for study. Following the 
selection, these patients were randomly assigned 
to three methods of therapy including (1) strict 
medical management, (2) immediate surgery fol- 
lowing preoperative preparation, and (3) a selec- 
tive operation regimen. Of 67 patients treated by 
the different regimens, the results were insuffi- 
cient to be properly evaluated. 

Although ulcers and related diseases, such as 
gastritis, accounted for about 70 per cent of the 
bleeding cases, the source could not be dete1 


gastrointestinal 


mined in 6, and no lesion was found at opera 
tion in an additional 2 patients. Over-all mortal 


ity was 7 deaths in all of the treated cases. 


Atrial Septal Defects in the Aged 
N. COULSHED and T. R. LITTLER. Brit. M. J. No. 
5010: 76-80, 1957. 

Atrial septal defects may occur in older patients 

with congestive heart failure of obscure origin, 

despite the common impression that the anomaly 

results in death at an average age of about 36. 

Although 

defects is widely practiced, some patients do live 

normal life spans without important restrictions. 
The usual case of atrial septal defect in the 
characterized by recurrent 


surgery for repair of atrial septal 


however, is 


aged, 
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congestive heart failure. Tachycardia, palpita- 
tion, dyspnea, fatigue, and edema are the fre 
quent signs and symptoms. Atrial fibrillation 
may or may not be present; right bundle-branch 
block is the rule. Roentgenograms show general- 
ized cardiomegaly, increased pulmonary mark- 
ings, and prominence of the pulmonary artery 
segment. Cardiac catheterization will prove con- 
clusively the presence of an atrial septal defect. 
Clinical diagnosis is difficult, but electrocardio- 
graphic and radiologic examinations are usually 
rewarding. 

Apical or basal systolic murmurs are always 
heard, while diastolic murmurs are absent. 
Chronic cor pulmonale and coronary artery in- 
sufficiency are sometimes diagnosed in the elderly 
patient with atrial septal defect. 

Congenital heart disease, particularly atrial 
septal defect, must not be excluded as an etio- 
logic agent in congestive heart failure, regardless 
of advanced age. 


Tuberculin Sensitivity in the Aged 

LEO S. PALITZ and M. H. ARONSOHN. Am. Rev. T. 

& Pulm. Dis. 75: 461-468, 1957. 

Negative or equivocal reaction to tuberculin skin 
testing commonly seen in elderly individuals is 
caused by lack of adequate antigenic stimulus, 
rather than being an expression of abnormal 
immunologic response. 

In 22 elderly subjects with negative Mantoux 
tests, 7 manifested positive reactions in addition 
to an accelerated and accentuated vaccination 
site reaction within two weeks after the usual 
amount of BCG vaccine was given. Although the 
effects of BCG may become ap 
parent as early as four days after vaccination, a 
positive Mantoux fourteen days after inocula 
tion, in the presence of a small local reaction, is 
of doubtful significance in terms of resensitiza 
tion. 

A positive skin test, which develops four days 
after BCG inoculation at the site of an originally 
negative response, is generally indicative of pre- 
vious infection if no additional skin retesting is 
done. 

Complete negativity to tuberculin cannot be 
established by 


resensitizing 


routine methods and more sensi 
tive tests are necessary. Local changes in skin 
vascularity or capillary permeability in the elder- 
ly individual are not a factor in the changed 
reaction. 

(Continued on page 44A) 
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Bleeding from the Upper Gastrointestinal 
Tract: An Analysis of 111 Cases 

C. M. SMYTHE, M. P. OSBORNE, N. ZAMCHECK, W. A. 

RICHARDS, and W. M. MADISON, JR. New England 

J. Med. 256: 441-447, 1957. 

Advanced age and liver disease seriously compli 
cate upper gastrointestinal bleeding. Elderly pa- 
tients, admitted with apparently minor hemor 
rhage, often continue to bleed until operated 
upon forty-eight to seventy-two hours later. The 
delayed surgery carries a high mortality. Vascu- 
lar insufficiency of the heart, kidneys, or brain 
indicates early operation. Prompt evaluation for 
surgery is especially important for elderly ulcer 
patients. 

All hemorrhage patients should be screened 
for liver disease by the bromsulfalein retention 
test. Over 15 per cent retention defines the group 
careful 
management and search for esophageal varices. 


with liver disease, a group requiring 
Emergency esophagoscopy is done in the pa 
tient’s bed. When experienced endoscopists are 
not available, esophageal balloon pressure may 
be diagnostic. Upper gastrointestinal tract roent- 
genograms are advisable within twenty-four 
hours. Transfusions are given to maintain the 
hematocrit above 30 per cent. Day and night, 
all patients receive milk, gruel, and nonabsorb 
able antacids. For continuous retching or diag 
nostic purposes, a Levin tube may be passed. 
Recurrent bleeding in the hospital, an identified 
anatomic site, and previous bleeding favor sur 
gery 

Of 111 patients, half of whom were over 60 
years old, 25 per cent died. All 9 deaths among 
the 65 peptic ulcer cases were patients over 60. 
In the elderly patients, peptic ulcer hemorrhage 
carried a 28 per cent mortality. The fatal cases 
were operated on at an average of sixty-six 
hours after admission; survivors were operated 
on thirty-five hours after admission. 

Hemorrhage from sources other than ulcer 
caused the death of 15 of 40 patients, young as 
well as old. Bleeding often initiates a downhill 
course in cirrhosis, with death in coma follow 
ing control of the hemorrhage. Emphasis on 
surgical control of bleeding cannot be expected 
to reduce mortality greatly 


Intrathecal Administration of Hyaluronidase: 
Effects Upon the Behavior of Patients Suffering 
from Senile and Arteriosclerotic Behavior 
Disorders 


D. E. CAMERON, L. LEVY, and W. HUNZINGER. Am. 


J. Psychiat. 113: 893-900, 1957. 
Senile patients with behavior disorders and men 
tal deterioration show improved mental per 
(Continued on page 48A) 
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“...prevention, protection, preserva- 
tion, and the improvement of health 
...are the principles which if applied 
prior to advancing age will make that 
period healthier and happier.’’* 


‘ELDEG: 


mineral-vitamin-hormone supplement 


prophylaxis for concomitants of aging 
fto promote good health and vitality later 


nit (oral) 


« vitamins and minerals 
to help maintain cellular function 


* enzymes to aid digestion 
* amino acids to help maintain nitrogen balance 
* steroids to stimulate metabolism 


*Stare, F. J.: Nutritional Problems of Advancing Age, 
Bull. New York Acad. Med. 32:284, 1956. 
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Here is a new convenience for your patients who re- 
quire BARDEX Foley Catheters. They are now avail- 
able at leading prescription pharmacies. 


Individually packed in dust-proof plastic tubes, the 
Gilbert model with self-sealing inflation funnel, may be 
obtained in sizes 12 through 30. To complete the 
drainage system, BARDIC™ Bed-side Drainage Tubes 
and Bardic Dispoz-A-Bags™ are also available from 
pharmacies. 


Bardex Foley Balloon Catheters are being widely 
used in home care to provide proper bladder drainage 
without the discomfort and trauma of repeated cathe- 
terization and to reduce nursing care of bed-ridden 
patients. 


c.R. BARD, INC., SUMMIT, N.J. 
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antibacterial: twofold antiseptic action curbs primary 
infections, helps prevent secondary infections. 


anti-urease: specific inhibition of the enzyme urease 
plus action against urease-producing bacteria checks 
formation of ammonia...prevents diaper rash and am- 
moniacal dermatitis. 


superior absorption: two highly effective moisture ab- 
sorbents help keep skin cool and dry...combat macera- 
tion, chafing and irritation. 


JOHNSON’S MEDICATED POWDER provides unexcelled 
dry lubrication as well as effective deodorizing action. 
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and children. 
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formance after hyaluronidase therapy. The per- 
meability of the blood brain barrier is normal 
or increased in cerebral arteriosclerosis. Hya- 
luronidase injection into the spinal fluid .en- 
hances the ability of bromide to permeate this 
barrier. 

Prior to treatment, aged patients with be- 
havior problems are given a thorough examina- 
tion, including electroencephalography, spinal 
fluid analysis, and psychologic testing. A lumbar 
puncture is performed and 2 cc. of a mixture 
of spinal fluid with 1,000 TRU of hyaluronidase 
are injected. Normal saline is then added 
through the needle to increase the spinal fluid 
pressure to 350 mm. of water, thus augmenting 
the general effects of the treatment. Increments 
of 1,000 TRU are made until a maximum dose 
of 5,000 TRU hyaluronidase weekly is reached. 

Most patients have no systemic response; oc- 
casionally, a transient rise in rectal temperature 
to 102° is noted between the second and tenth 
hours after injection. A variable and short-lived 
rise in pulse, blood pressure, and respiratory rate 
may concomitantly with headache and 
neck pain. Pulmonary congestion is prevented 
by avoiding the supine position. A spinal fluid 
pleocytosis and an increase in the protein occurs 
during and after the first week following in- 
jection. 

Thirteen patients were given hyaluronidase 
intrathecally, and all were benefited. Improve- 
ment in sleep pattern, sphincter control, ability 
to socialize, and occupational activity was noted. 
Two deteriorated patients were dra- 
rehabilitated. 
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A Study in Postmenopausal Uterine Bleeding 
W. N. JONES and P. L. 
geon 23: 58-64, 1957. 


MAHONEY, JR. Am. Sur 
Malignancy accounts for almost one-third of 
pelvic occurring in postmenopausal 
women. In another 30 per cent, benign lesions 
such as polyps or hyperplasia are found, while 
the cause is generally not determined in the 
remainder. 

Bleeding recurred in 18 of 101 patients in 
whom cancer was not found at the initial exam- 
ination, and only one had cancer not diagnosed 
previously. Furthermore, nearly one-half of the 
patients in this group had fairly advanced sys- 
temic disease such as hypertensive cardiovascular 
disease or diabetes. 

In good-risk patients, with nonmalignant dis- 
ease, curative surgery is indicated for benign 
lesions or when symptomatic vaginal herniation 
is persent. Patients with endometrial polyps or 
(Continued on page 51A) 
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to lower blood pressure sufficiently 


Many hypertensive patients re- 
spond better to VERALBA-R than 
to various single drugs they had 
previously been given. Consistent 
control of blood pressure, and ab- 
sence of any dangerous side effect 
can be expected in most cases. 








Composition: Each grooved, uncoated 
Veralba-R tablet contains 0.4 mg. of 
chemically standardized protoveratrine 
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To restore your gouty patient to an active life, 
prescribe BENEMID. It ‘“‘...does 


1. have a pronounced uricosuric effect 

2. decrease serum uric acid 

3. decrease the miscible pool of uric acid 

4. stop or decrease acute attacks in most in- 
stances 

5. have a wide margin of safety 

6. return many invalids to: gainful occupa- 


tion.’ 


When BENEMID is used in chronic gout, 


‘ec 


...Clinical results...have been unequivo- 
cally gratifying.’’? 

References: 1. Mod. Med. 23:107 (Nov. 15) 1955. 2. J.A.M.A. 154:213 
(Jan. 16) 1954. 
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atypical hyperplasia found at subsequent cur- 
rettings should have benefit of surgery. Since 
uterine cancer is ten times more common in 
diabetic patients, the uterus of such a patient 
should be removed when bleeding recurs. If 
adnexal pathology cannot be ruled out by pelvic 
examination or culdoscopy, or when cancerpho- 
bia becomes uncontrollable and debilitating de- 
spite conservative measures, surgery should be 
considered. 


Massive Upper Gastrointestinal Hemorrhage 
in the Upper Age Groups 

E. HOFFMAN and FE. COHEN. Am. Pract. & Digest 

Treat. 8: 434-441, 1957. 

Data were collected on 52 male and female pa- 
tients over 50 who bled from a 
gastric or duodenal ulcer so massively that at 
least 500 cc. of whole blood were required every 
eight hours to keep the hematocrit at a stable 
level or who had a fall in hematocrit in spite 
of such massive transfusions. 

Ihe patients with bleeding duodenal ulcers 
treated operatively had a mortality rate of 23 
per cent compared with 11 per cent in patients 
treated medically. The patients with bleeding 
gastric ulcers treated operatively had a mortality 


years of age 


of 13 per cent compared with 50 per cent in 


patients treated medically. In the duodenal ulcer 
patients, 93 per cent had melena; 42 per cent 
had hematemesis and pain; 6 per cent had vomit- 
ing without hematemesis; and 29 per cent had 
a previous episode of massive hemorrhage. Of 
the gastric ulcer patients, 72 per cent had mel- 
ena; 56 per cent had hematemesis and pain; and 
28 per cent had a previous episode of massive 
hemorrhage. 

An upper gastrointestinal roentgenographic 
study, which was done during the acute phase 
of bleeding in many of the patients, demon- 
strated .22 per cent of the duodenal and 40 
per cent of the gastric ulcers. Diagnosis of the 
source of bleeding was made at the time of 
operation in 31 per cent of the patients with 
duodenal ulcers and 53 per cent of the patients 
with gastric ulcers. In two patients, the bleeding 
point, later shown to be in the stomach, was 
missed even after gastrostomy had been done, 
and both of the patients eventually died; there 
fore, a blind gastrectomy is advised when no 
other source of bleeding can be found during 
operation. In elderly patients with massive 
hemorrhage from a gastric or duodenal ulcer, 
large volumes of blood should be given intra- 
venously; if stabilization of the hematocrit does 
not occur within twenty-four to forty-eight 
hours, the patient should be treated operatively. 


alleviates 


mental confusion, memory defects, 


and related symptoms 


MENIc combining the analeptic, pentylenetetrazole, with the cerebral vaso- 


dilator, nicotinic acid, is “...safe and simple... practical and inexpensive... 


can be used without hesitation on an ambulatory basis... especially useful in 


combating symptoms of abnormal behavior...” 


1Levy, S.: J.A.M.A., 153:1260-1265, 1953. 


Each scored tablet contains pentylenetetrazole 100 mg. (1% gr.), nicotinic acid 50 mg. 
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111 news and announcements for this department 
should reach the editorial office six weeks before 
publication date. Please direct all communica- 
tions to News Editor, GERIATRICS, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 
Gerontological Society to Meet 

The Tenth Annual Scientific Meeting of the 
Gerontological Society, Inc., will be held at the 
Cleveland Hotel, Cleveland, Ohio, October 31 
through November 2, 1957. Dr. James E. Birren 
is program chairman. Reservations should be 
made through Dr. Austin B. Chinn, The Benja- 
min Rose Hospital, 2073 Abington Road, Cleve- 
land 6, Ohio. 


Research Grants Announced 


Ihe American Heart Association has awarded 
$977,000 to 155 scientists to carry out their 
studies in the field of heart and blood vessel 


diseases. Major targets of these research studies, 


Activities and Announcements... 


which will be conducted for one year, starting 
July 1, will be the causes of coronary heart at- 
tacks and strokes, biochemical and_ physiologic 
processes associated with heart failure and high 
blood pressure and further development of arti 
ficial heart-lungs to facilitate dry-field surgery 
inside the heart. Application for research fellow 
ships and established investigatorships for the 
year beginning July 1, 1958, should be in by 
September 15, and applications for grants-in-aid 
must be made by November 1. 


* 
Study of Work Potentials 

The Office of Vocational Rehabilitation has 
awarded a grant of approximately $40,000 to 
the division of gerontology of the University of 
Michigan in partial support of a study designed 
to evaluate, rehabilitate, and utilize the work 
potentials of residents 45 and over living in 
county medical care facilities and hospitals in 
Michigan. 

(Continued on page 54A) 
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ARAYA 


FOR SPECIAL DIETS 


The tempting variety of Gerber Strained Fruits, 
Vegetables, Meats, Soups and Desserts makes it easy 
to offer individual diets which require bland, soft 

or low-residue foods. They’re prepared with a minimum 
of seasoning — have a smoothly pureed consistency 
that’s especially suited to patients with digestive 
difficulties. Fruits and Vegetables are notable for low 
crude-fiber content — the Meats for a low fat content. 


Save time and money. No cooking or straining 
required — Gerber Strained Foods are ready to heat and 
serve “as is’ or mix with other foods. And in 

most cases they cost less than comparable dishes 
prepared individually. Small size containers for individual 
servings minimize waste. All Gerber Foods are 
conveniently available at local grocery stores. 


P. S. For patients who can tolerate slightly coarser 
food, you’ll find Gerber Junior (minced) Foods ideal. 





CEREALS, STRAINED AND JUNIOR FOODS 


Or PRovucts. .......... 
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Geriatric Care Included 

in Hospital Plans 

A special geriatric building designed to accom- 
modate the physical limitations of the aged will 
be included in the first new mental hospital to 
be constructed in New York State in twenty-five 
The $70,000,000 institution, which will 
house 3,000 patients, is located in New York City 
in the Bronx, adjacent to the Albert Einstein 
Medical Center, the East Bronx General Hos- 
pital, and the East Bronx Tuberculosis Hospital. 
The new hospital will provide resources for psy- 
chiatric teaching material for the Albert Einstein 
College of Medicine and will avail itself of the 
consultant services offered by the school’s highly 


years. 


qualified specialists. 
e 


Psychiatric Clinic for Aged 
Devoted exclusively to the aged, the recently 
opened Geriatrics Guidance Clinic at Brooklyn’s 
Menorah Home and Hospital for Aged and In- 
firm will serve as a pilot experiment providing 
research for future clinics of this type. Patients 
are selected from the ambulatory and apparently 
normal participants in the Day Center activities, 
which are open to everyone over 65 in the com- 
munity and hospital. 

Treatment is carried out in the clinic quarters, 
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which are bright, airy, open to sunshine, and 
close to heavily traveled, slightly noisy corridors 
—as opposed to the usual quiet, dim room of 
the psychiatric counselor. In this setting, the 
elderly patient is reassured by the sense of ac- 
tivity that surrounds him. The main objective 
of the treatment is to help the aged person make 
a constructive adjustment that permits him to 
enjoy old age. 

After three months of individual therapy, pa- 
tients are re-evaluated and, if necessary, are con- 
tinued in group therapy. The Day Center, with 
its many activities, provides a focal testing 
ground of adjustment problems and permits cor- 
relation of therapy and adjustment. 


Call for Professional Workers 


Pennsylvania’s Department of Public Welfare is 
actively recruiting a staff for its new Bureau of 
Services for the Aging with headquarters in 
Harrisburg. Positions to be filled include: com- 
munity welfare planning consultant; medical 
social work consultant; geriatric homes repre- 
sentative, two levels; geriatric services supervisor; 
nursing services consultant; recreation consult- 
ant; and administrative assistant. Salaries range 
from $5,000 to $8,850. For further information, 
write to Mr. Elias S. Cohen, Director, Bureau of 
Services for the Aging, Department of Welfare, 
Harrisburg. 
(Continued on page 56A) 
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many with more severe forms respond to Rauwiloid alone, 


. .. because Rauwiloid’s nonsoporific sedative action 
relieves anxiety in a long list of unrelated diseases 
not necessarily associated with hypertension . . . with- 
out masking of symptoms. . . without impairing in- 
tellectual or psychomotor efficiency. 


Dosage: Simply two 2 mg. tablets at bedtime. 


Rauwiloid is recognized as basal 
medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making smaller 
dosage effective and freer from side 
actions. 


In moderate to severe hypertension 
this single-tablet combination per- 
mits long-term therapy with depend- 
ablystable response. Each tablet con- 
tains1mg. Rauwiloid and 3 mg.Veri- 
loid. Initial dose, 1 tablet t.i.d., p.c. 


After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 4 
tablet q.i.d. 
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Separate Departments of 

Geriatrics Opposed 

In responding to a questionnaire circulated by 
the American Society for the Aged in February, 
1956, 50 of 65 medical schools in the United 
States opposed organization of a separate de- 
partment of geriatrics. Two of the schools re- 
ported such a department either in existence o1 
in the process of formation. Three of the schools 
conduct postgraduate geriatric courses for prac- 
ticing physicians. 


Course for Administrators 
of Homes for the Aged 


\ two-quarter course on Administration of 
Homes for the Aged, which was conducted last 
fall and winter at the University of Chicago by 
the country’s top experts, will be repeated next 
year. For further information, write to Mr. 
Leonard Z. Breen, Director, Criteria of Aging 
Project, University of Chicago, 5757 Drexel Ave 


nue, Chicago 3. 


Postgraduate Course 

in Endocrinology 

The Ninth Postgraduate Assembly in Endo 
crinology and Metabolism will be held at the 
Medical College of Georgia, in Augusta, October 
21 to 25. For further information concerning the 
program and registration, write to Dr. Robert B. 
Greenblatt, Department of Endocrinology, at the 
college. Tuition fee is $100, and $35 for residents 
and fellows. Registration is limited to 100. 


New Community for the Aging Persons 
Ground breaking ceremonies took place in March 
for Cobbs Hill Village in Rochester, New York. 
This development was begun with private funds 
on a nonprofit basis and is now being expanded 
with the help of state middle-income housing 
funds. The new units comprise the only project 
of its kind in the United States and will be the 
first state-aided houses in our history. 


New Films and Recordings 


Available kinescopes of the University of Michi- 
gan Television Hour, “A Gift of Life,” prepared 
by Dr. Wilma Donahue, chairman of the divi 
sion of gerontology at the University, featuring 
special guest authorities and documentary data, 
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include: Aging in the World Today; Meeting the 

Cost of Medical Care; Health Maintenance; Re- 

habilitation for Older People; The Allegheny 

County Institution Story; Housing, a Major | Where LECITHIN 
Problem; Public and Private Housing Develop- is indicated — 

ment; Presbyterian Village—the Architect Ex- 

plains; Financing the Later Years; Employment 


of the Older Worker; Senior Achievement, Inc. 
Chicago Experiment; Preparation for Retire- 


ment; Enjoying the Gift of Time—Self Develop- 
ment; Enjoying the Gift of Time—Service to 
Others; and Patterns for Today and the Future. 
Requests for rentals, which are $5 for audience HYPERCHOLESTEROLEMIA 
showings and $10 for local television showing because GRANULESTIN is 
should be addressed to University of Michigan eae 
IV, 310 Maynard Street, Ann Arbor, Michigan. rich in unsaturated 

fatty acids 


in 


Heart disease research in the University of Min- | 
nesota’s Laboratory of Physiological Hygiene is | rich in organically_ 
featured on a CBS-TV film series entitled “The combined choline 
Search.” The film may be rented for approxi- | «inositol « colamine 
mately $5.00 from Young America Films, 18 East | 
{Ist Street, New York 17, New York. 

The Audio-Visual Center at Kent State Univer- 
sity in Ohio has made available the tape record- 


ings of the Twentieth Century Fund’s NBC | ASSOCIATED CONCENTRATES 


57-01 32nd Avenue, Woodside 77, L.I., N.Y. 


* phosphorus 


radio series, ‘“Threescore and Five.” The six half- 
hour programs are entitled: Income . . . the 
Greatest Need; Let the Work Go On; In Sick- 
ness and in Health; Roof Over My Head; The 
Golden Years; and The Summing Up. 
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250 East 43rd Street 
New York 17, N.Y 





10-(-+y-dimethylamino-n-propy!)-phenothiazine hydrochloride 


Promazine Hydrochloride, Wyeth 


*Trademark 


THE ALCOHOLIC 


SPARINE is an agent of prompt, 
predictable, and potent action 

in controlling withdrawal symptoms. 

Often, in selected cases 

under the adequate supervision 

of the family physician, 

it may afford home control ; 
of postalcoholic agitation and hyperactivity. 


SPARINE is a well-tolerated and dependable 
agent when used according to directions. 

lt may be administered intravenously, 
intramuscularly, or orally. 

Parenteral use offers 

(1) minimal injection pain; 

(2) no tissue necrosis at the injection site; 

(3) potency of 50 mg. per cc.; 

(4) no need for reconstitution before injection. 


Professional literature available upon request. 


1. Figurelli, F.A.: Indust. Med. & Surg. 25:376 (Aug:) 1956. 


Wyeth 


it 


Philadelphia 1, Pa 
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The use of leg 
compression prophylaxis 
with T.E.D. Elastic 
Stockings as standard 
procedure* has reduced 
the expected incidence 
of fatal pulmonary 
embolism by as much as 
65% (at a cost of less 
than 3¢ per bed day). 


TED. 
elastic stockings 
save lives 


MAIL COUPON FOR FULL REPORT 
Baver & Black Research Laboratories 
Dept. GE-7, 309 W. Jackson Blvd. 
Chicago 6, Ill. 
Please send complete literature on the new leg 
compression prophylaxis using T.E.D. Elastic 
Stockings. 


Name__ 





Address____ 





City Zone___State____ 





* Except in cases of ischemic vascular disease 
of the legs in which use of the stockings 
is contraindicated. 


T.E.D. ELASTIC STOCKINGS 


PC BAUER & BLACK) | 


Division of The Kendall Company 
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FOR BEDSORES 
AND OTHER 
CHRONIC 
ULCERATIONS 





May 15th. Severe decubitus ulcer over femoral greater tuber- 
osity in a terminally ill patient. 


Routine application of White’s Vitamin A & D Ointment promotes 
granulation and epithelization in stubborn bedsores, chronic ulcers of varied etiology, 
burns and slow-healing wounds that do not permit primary surgical 
closure. It is also useful as a protective and therapeutic covering in 
miscellaneous skin conditions characterized by abnormal dryness. 
White’s Vitamin A & D Ointment provides vitamins A and D ina 
pleasant lanolin-petrolatum base that does not stain tissues or bed clothes. 
BR in 1% oz. or 4 oz. tubes; es 


1 Ib. or 5 Ib. jars. 


Ga) 


WHITE LABORATORIES, INC., KENILWORTH, N. J. 


July 12th. After 2 months of treatment with White's Vitamin 
A & D Ointment, ulcer crater reveals healthy granulation tissue 
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Manu factu rers 
Activities... 


Potent Oral Androgen 


\ new, 
five 


orally effective androgenic-anabolic agent, 


times more than 
has been released by the Upjohn Company, Kala- 
Michigan. This Halotestin, 


is indicated in the treatment of eunuchism, 


potent methyltestosterone, 


mazoo, new steroid, 


pro 
and testicular 


tein depletion, hypofunction, such 


as male climacteric and infertility. In women, it 
is useful for control of uterine bleeding, exces 
sive menstrual flow, dysmenorrhea, and meno 


pausal symptoms, as well as for palliative therapy 
breast Halotestin is 


the 


in inoperable cancer. con- 


traindicated in presence of prostatic car- 


cinoma. 


Quick-acting Thyroid Aid 


Trionine, a pure crystalline compound useful in 
thyroid replacement therapy, has been intro 
duced by Hoffmann-La Roche, Inc., Nutley, New 


a longer lease on life 
for hypertensives 





VASCUTUM 


with Quercetin 


Schenfabs 


SCHENLEY LABORATORIES, 
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Jersey. Trionine provides the active principle of 
thyroid triiodothyronine and acts at the cellular 
level without undergoing structural changes. It 
is characterized by rapid onset of action, prompt 
utilization and short duration of a 
The new compound is particularly valuable 
in the treatment of hypothyroidism and cretin 
ism, and may be helpful in treatment of obesity, 
infertility, skin 
menstrual disorders associated with 


by tissues, 


tion. 


disorders, hypogonadism, and 
thyroid de 


ficiency. 


New Liquid Evacuant 
Schenley Laboratories, Inc., New York City, re 
cently introduced Dorbantyl Suspension, a liquid 
form of Dorbantyl evacuant capsules, which com 
bine the well-known wetting agent, dioctyl 
sodium sulfosuccinate, and the peristaltic stimu 
lant, Dorbane. Dorbantyl Suspension is particu 
larly suited for fields 
in which a liquid evacuant is preferable to cap 
medication. It is indicated in the 
and treatment of chronic 
whether 
effective 
in general 


use in geriatrics and other 


sule 
ment 
stipation, 


manage 
acute oO! 
functional, 
surgery, in 


con 


organic or and is 
after 


medicine. 


equally gynecologic 


cases, and 


+» Hypertension associated with capillary fault 
induces a mortality rate 815% higher than 
that found in normotensives.' Quercetin can 
reduce this excessive rate by as much as 
76%.' 
« When hypercholesterolemia is a complicat- 
ing factor in degenerative disease, the high- 
® potency lipotropes in Vascutum have been 
shown to produce a significant reduction in 
this mortality rate.? 





improved 
VASCUTUM improved 


Each Capsule contains: 


Choline bitartrate . . ica 5 BAI mg. 
Inositol (anhydrous) . . Ce 6 167 mg. 
d-l Methionine. . . . Cee a 8 we 5 Bae. 
Pyridoning HG). «6k se ks ss OT i. 
QUO a et 15 mg. 
Ascorbic Acid .. . . ee a es Se 
Vitomin Byg. . . See we es 8 2 meg. 


Supplied in bottles of 100 and 1000 capsules. 

Suggested dosage: One Capsule q.i.d. 

VASCUTUM 15 THE “REGISTERED TRADEMARK OF SCHENLEY os 

INC., FOR ITS LIPOTROPIC-ANTIHEMORRHAGIC PRODUCT. 

(1) Griffith, J. Q., Jr., ef al.: Rutin and Related 5 au, 

Mack Publ. Co., Easton, Po., 1955. (2) Griffith, J. Q., Jr: 
' Med, Clin, North America, November, 1954, p. 1717. 


INC. 











patient 


_ KA ty 


sd 


prudence 


One’s safe in saying that most patients are not very prudent. 
That’s quite possibly why they’re patients — and quite positively 
why they need your most strict instructions about the protection 
of their skin from over-exposure to the sun. 


—_- 
¢ 
» 





A-Fil for the patient with un-sightly solar dermatoses 5% 
menthy! anthranilate and 5% titanium dioxide — tinted to blend 
with every complexion — non-toxic — non-irritating — stable to 
light, air, moisture. 


Neo A- Fil “ colorless sunprotective cream — 8% digalloyl 
trioleate — blocks all sun radiations between 2900 and 3150 Ang- 
stroms, while allowing the tanning rays to reach the skin — non- 
toxic — non-irritating — and stable indefinitely after application. 


A-Fil’ Sun Stick colorless lip sun shield — 214% digal- 
loyl trioleate — protects the lips and small sunsensitive areas of 
exposed skin — non-toxic — non-irritating. 


For additional information and samples, write... 


TEXAS PHARMACAL COMPANY 


SAN ANTONIO, TEXAS 
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THE BIO-FLAVONOIDS 
A growing group of clinical reports today 
indicates the importance of the Citrus Bio- 
flavonoids in health and disease. 





Yet it was over 30 years ago that the first 
report of Sunkist Bio-flavonoid Research 
was published. As the manufacturer of 
citrus products, Sunkist Research has con- 
tinued to produce standardized Citrus Bio- 
flavonoids to the Pharmaceutical Industry. 


CITRUS BIO-FLAVONOIDS 
Hesperidin 
Hesperidin Methyl Chalcone 
Lemon Bio-flavonoid Complex 
Calcium Flavonate Glycoside 


CLINICAL APPLICATIONS 
Extensive Bio-flavonoid bibliography, re- 
porting investigation over many years, is 
rapidly being favorably documented. 

Hesperidin and the other Citrus Bio- 
flavonoids have been found effective as ad- 
juncts in the treatment of disease syndromes 
in which capillary abnormalities appear 
at both subclinical and clinical levels. 

Indications for the use of the Citrus Bio- 
flavonoids are on a twofold basis, as: 1. Nu- 
tritional factors. 2. Therapeutic agents. 

Many therapeutic uses are as yet in 
suggestive and indicative stages—respiratory 
disease, etc. Conclusive evidence is being 
documented in the prenatal control of 
habitual abortion and in vascular disease. 


Hesperidin and other Citrus Bio-flavonoids 
in combination with therapeutic agents and 
nutritional factors are available to the med- 
ical profession as specialties developed by 
leading pharmaceutical manufacturers. 
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New’ 
a 


FOAM [ATEX CUSHION 





No. 478 Medium —No. 479 Large— Available ‘ XN 7 
at your surgical supply dealer. 





The last word in comfort! CUSHION PROT! ECTION 


Davol’s new Restee Cushion is 


featherweight, cloud-soft, yet Rugged Twill Cloth Cover 
extremely durable. Practical, e Helps keep Restee Cushion clean— 
one-piece foam-latex construction — protects body of cushion 


tailored to suit your customers’ 


RRA e Made of sturdy white twill, built to 
individual needs. 


withstand wear and tear 

A cushion of many uses. e Washable, easy to assemble 
The Restee Cushion has countless 
uses for the invalid as well as the 
able-bodied. Ideal for hospital beds, 
wheel chairs, home use. 


Provides extra comfort for older, 
active people—driving, boating, CRED: RUBBER COMPANY 
fishing or for use on office chairs. PROVIDENCE 2, R. |. 
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e 1 size fits medium or large cushion 
No. 483 —Cloth Cover— white only. 
























This Low-Fat Breakfast 


is Well Balanced 


The importance of an adequate morning 
meal has gained wide recognition. That 
breakfast should be adequate not only in 
calories, but also in its content of essential 
nutrients, is advocated by medical as well 
as nutrition authorities even when rec- 
ommending that the fat intake in the diet 
be lowered. 


The foods commonly eaten at breakfast— 
fruit or fruit juice, cereal, milk, bread and 
butter—are also the foods comprising a 
basic breakfast pattern which has found 
wide endorsement by nutrition authorities. 
As shown below this breakfast pattern pro- 
vides well-balanced nourishment and is low 
in fat and low in cholesterol. 





BASIC CEREAL LOW-FAT 
AND LOW-CHOLESTEROL 
BREAKFAST PATTERN 


Orange juice, fresh, Y2 cup, 
Cereal, dry weight, 1 oz., with 
whole milk, 2 cup, and sugar, 
1 tsp., Bread, white, 2 slices, 
with butter, 1 tsp., Milk, nonfat 
(skim), 1 cup, black coffee. 





Nutritive Value of Basic Cereal 


MOPIMEOE 6. eee een eis eee 502 
ED 5 eiaane Rca oie Re 20.5 gm. 
etre se Siaiog Soe Stale een eee 11.6 gm. 
Carbohydrate.................80.7 gm. 
SACHIN. 2 os 5 SS ee nee 0.532 gm. 
PEs a. ricncss SI Bea eR 2.7 mg. 
Vitamin A..... ..s... 0001. U. 
BRAD. c.0.k/ced SAGEM ee 0.46 mg. 
Ne | Are, Seer S| 0.80 mg. 
Niacin. . Shree OSG Wh ve, eo een 3.0 mg. 
Mecwmee Aoi... 36s ciaess dens 65.5 mg. 
GHOISEIETON. 3505 sc sedi eee 32.9 mg. 


Breakfast Pattern 








Note: To further reduce fat and cholesterol use skim milk on cereal which 
reduces Fat Total to 7.0 gm. and Cholesterol Total to 16.8 mg. 
Preserves or honey as spread further reduces Fat and Cholesterol. 


Bowes, A. deP., and Church, C. F.: Food Values of Portions Commonly Used. 8th ed. Philadelphia: A. deP. Bowes, 1956. 
Cereal Institute, Inc.: The Nutritional Contribution of Breakfast Cereals. Chicago: Cereal Institute, Inc., 1956. 
Hayes, O. B., and Rose, G. K.: Supplementary Food Composition Table. J. Am. Dietet. A. 33:26, 1957. 


CEREAL INSTITUTE, Inc. ¢ 135 South LaSalle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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won't straighten his hook, cure his slice or put 
him on the green in three... but STERANE may reduce 
your rheumatoid arthritic’s handicap of joint pain, swell- 
ing and immobility. The most potent anti-rheumatic 
steroid, STERANE (prednisolone) is supplied as white, 
scored 5 mg. tablets (bottles of 20 and 100) and pink, 
scored 1 mg. tablets (bottles of 100). 


PFIZER LABORATORIES Division, Chas. Pfizer & Co.,Inc. Brooklyn 6,New York 







































Meat... 


and Dietotherapy in 
Cirrhosis of the Lwer 


A fundamental requirement to maintain compensation in atrophic 
or postnecrotic cirrhosis of the liver is the provision of a well-organized 
diet adequate in calories and biologically balanced protein.! 


Many authorities recommend that the diet should supply 1.2 to 
2.0 grams of protein per kilogram of desirable body weight, except for 
the patient with impending hepatic insufficiency, who is intolerant to 
large amounts of protein. Moderate amounts of fat are permissible in 
order to make the diet more taste-acceptable. There is no valid evidence 
that supplementing the adequate diet with choline, methionine, other 
lipotropic agents, or vitamins has therapeutic significance.’ 

An acceptable diet for a patient whose normal weight approximates 
70 kilograms provides 110 to 120 grams of protein, 225 to 250 grams 
of carbohydrate, 80 to 90 grams of fat, and 2000 to 2300 calories.! The 
foods selected should assure an adequate intake of vitamins and minerals. 

Lean meat is particularly competent in contributing to the patient’s 
needs for protein, B vitamins, and the minerals iron, potassium, phos- 
phorus, and magnesium. Its appeal to the palate helps maintain food 
interest. At least 8 ounces daily should be included in the dietary 
program in this disease.’ 

1. Snell, A. M.; Kark, R.; Butt, H. R.; Sborov, V., and Jones, C. M.: Panel on Liver Diseases, 
J-A.M.A. 158:116 (May 14) 1955. ; 
. Gabuzda, G. J.: Clinical and Nutritional Aspects of Lipotropic Agents, with Special Reference 


to 


to Their Role in the Pathogenesis and Treatment of Fatty Cirrhosis of the Liver, Report to the 
Council on Foods and Nutrition, J.A.M.A. 760:969 (Mar. 17) 1956. 

3. The Committee on Dietetics of the Mayo Clinic: Mayo Clinic Diet Manual, ed. 2, Philadelphia, 
W. B. Saunders Company, 1954, pp. 39-41. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 





tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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IN URINARY 
INCONTINENCE 


Both Infant and Adult 


D / 
: CHLORIDE 


METHYL BENZETHONIUM CHLORIDE 0 1% 


OINTMENT 


ANTI-BACTERIAL 
WATER-MISCIBLE 
NON-IRRITATING 


7 years experience 


IN THE TREATMENT AND PREVENTION OF 


AMMONIACAL 
DERMATITIS 


SUPPLIED: 

1 ‘oz. tube’s 

2 oz. tubes 

1 pound jars 
LITERATURE AND 
SAMPLES ON REQUEST 


PHARMACEUTICAL DIV., HOMEMAKERS’ PRODUCTS CORP. 
380 SECOND AVE., NEW YORK 10, N. Y., TORONTO, CAN 











Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
clinical trials} METAMINK SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
lasting, 12-hour protection from 
attacks of angina pectoris. 


to prevent angina pectoris 








1 tablet 


all night 


Simplified dosage — just | tablet on 
arising, and | before the evening meal. 


Greater economy—costs less than q.i.d. 
therapy in long-term angina control. 


Supplied: METAMINE SUSTAINED, 10 mg., 
bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., in 
bottles of 50 and 500, and METAMINE 


' (2 mg.) with BUTABARBITAL (14 gr.), 


bottles of 50 tablets. 


1 Fuller, H. L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956. 





1 tablet 


~ Sustained 





Shes. Leeming G Ce Src. \55€. 44th St., New York 17, N.Y. 


Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 




























Rapid Healing in Vagin 
Surgery Promoted by Loc 
Estrogen Therapy 


In the postmenopausal patient, local estrogen application before and a 
plastic vaginal surgery promotes proliferation and vascularity of 
epithelium, thus restoring the atrophic and friable mucosa to a 
normal state. This facilitates the surgical procedure as well as fa 
more rapid healing. Doyle’ suggests the use of “Premarin” Vag 
Cream 7 to 10 days prior to surgery. Hamblen*® recommends local estro 
therapy for about 10 days before, and 10 days after, intervention. 


Treatment of Senile Vaginitis is Simplified 


According to Doyle, local estrogen therapy provides “a valuable the 
peutic constituent in the management of vaginitis and vaginal in 
tions, regardless of etiology.’”’ This method affords “an almost immed 


993 


healing and soothing effect. 


PREMARIN®” VAGINAL CREAM in a nonliquefying base, is standardizeq 
terms of the weight of active, water-soluble estrogen content expressed as sod 
estrone sulfate (0.625 mg. per gram). Presented in a combination package No. 


— 114 oz. tube with specially designed calibrated applicator; also refill availa 


Complete information may be obtained by writing to Ayerst Laboratories, 22 
40th Street, New York 16, N. Y. 


1. Doyle, J. C.: Urol. & Cutan. Rev. 55:618 (Oct.) 1951. e 2. Hamblen, E. C., in Stieglitz, E. J.: Ger 
Medicine, ed. 2, Philadelphia, W. B. Saunders Company, 1949, p. 657. e 3. Doyle, J. C.: California 
71:15 (July) 1949. 






Ayerst Laboratories « New York, N. Y. ¢ Montreal, Canada or) 





Sodium 
Restriction 


mM 
Congestive 
Heart Failure 
Hypertension 
Cirrhosis 


Pregnancy 
Edema 


Neocurtasal 


AN EXCELLENT SALT REPLACEMENT 


bor 
Qobt-Froe (Low Sodium) Dists 


Contains potassium chloride, potassium 
glutamate, glutamic acid, calcium sili- 
cate, potassium iodide (0.01%). 


2 oz. shakers and 8 oz. bottles 


Sold Only Through Drugstores. 


Assures 
patient cooperation 


Neocurtasal, trademark reg. U.S. Pat. Off, 








